The Lifestyle and Prevalence of Vegetarianism in Seventh-day Adventist Hispanics by Hidalgo, Maribel
Andrews University 
Digital Commons @ Andrews University 
Master's Theses Graduate Research 
2013 




Follow this and additional works at: https://digitalcommons.andrews.edu/theses 
Recommended Citation 
Hidalgo, Maribel, "The Lifestyle and Prevalence of Vegetarianism in Seventh-day Adventist Hispanics" 
(2013). Master's Theses. 10. 
https://digitalcommons.andrews.edu/theses/10 
This Thesis is brought to you for free and open access by the Graduate Research at Digital Commons @ Andrews 
University. It has been accepted for inclusion in Master's Theses by an authorized administrator of Digital 





Thank you for your interest in the  
 
Andrews University Digital Library  
of Dissertations and Theses. 
 
 
Please honor the copyright of this document by 
not duplicating or distributing additional copies 
in any form without the author’s express written 


















THE LIFESTYLE AND PREVALENCE OF VEGETARIANISM 
 








































School of Health Professions 
 
 
Title: THE LIFESTYLE AND PREVALENCE OF VEGETARIANISM IN SEVENTH- 
          DAY ADVENTIST HISPANICS 
 
Name of the researcher: Maribel Hidalgo 
 
Name and degree of chair: Winston J. Craig, Ph.D.     
 




Hispanics are disproportionately affected by chronic diseases and are a growing 
and significant population.  There is minimal research regarding the lifestyle of the 
Seventh-day Adventists (SDA) among the Hispanic community.  The purpose of this 
cross-sectional descriptive study was to ascertain the lifestyle, health status, eating and 
physical activity habits of the SDA Hispanics from part of the Midwest.   
 
Method 
An anonymous survey was distributed in person to a convenience sample of 150 
participants 18 years or older in the SDA Hispanic churches of Berrien Springs, Grand 
Rapids, Chicago, and Indianapolis. The survey was divided into five sections: 
demographics, eating patterns, physical activity habits, quality-of-life (QoL) questions, 
and a Food Frequency Questionnaire (FFQ). 
 
Results 
Most of the Hispanics came from Mexico, Puerto Rico, and Dominican Republic.  
About 56% of the participants were female and 44% were males.  Only 57% of the 
participants carried health insurance.  This study identified 56% as non-vegetarian, 19% 
as lacto-ovo vegetarian, 13% as pesco-vegetarian, and 12% as vegan.  The mean Body 
Mass Index (BMI) was 27.0±4.3 for males and 27.3±5.1 for females, putting them in the 
overweight category.  The mean Total Energy Expenditure (TEE) for males was 
25.7±22.7 metabolic equivalents (METS)/week and 18.5±16.0 METS/week for females.  
On average, both genders slept 7 hours per day.  The main reason given for adopting a 
vegetarian lifestyle was health concerns; the average span of those following a vegetarian 
lifestyle was 24.4±16.5 years (range 1-69).   
 
Conclusions 
The majority of the Hispanics come from Mexico, Puerto Rico, and Dominican 
Republic.  Less than half of SDA Hispanic participants follow a vegetarian diet, mostly 
for health concerns.  More than half carry health insurance.  Most of the participants are 
in the normal and overweight category.  Males are more physically active than are 
females.  In this study, SDA Hispanic vegetarians consume more fruits, vegetables, nuts 
and seeds than SDA Hispanic non-vegetarians.  SDA Hispanics report significantly better 
vitality than national norms in most age groups and significantly better in the bodily pain 
scale than the U.S. norms in all age groups.  SDA Hispanics report worse in the physical 
component summary (PCS) than national norms, though the PCS declines with age in 
both groups.  Males report significantly better than females in the vitality and the general 
health scales/domains.  However, when compared to the SDA Hispanic omnivores, SDA 
Hispanic vegetarians report significantly better in the mental component summary (MCS) 
and in the physical functioning, role-physical, vitality, social functioning, role-emotional, 

















































THE LIFESTYLE AND PREVALENCE OF VEGETARIANISM 
 






A  Thesis 
 
Presented in Partial Fulfillment 
 
of the Requirements for the Degree 
 





































© Copyright by Maribel Hidalgo 2013 



























THE LIFESTYLE AND PREVALENCE OF VEGETARIANISM 
 






presented in partial fulfillment 
of the requirements for the degree 

























Tevni Grajales, Ph.D. 
 
 
_____________________________________         ____________________ 










To my heavenly Father for giving me the strength and faith to continue.  To my husband, 
 
Edgar, and my sons Gabriel and Daniel, for their enduring optimism and enthusiastic 
 



























TABLE OF CONTENTS 
LIST OF TABLES……………………………………………………………….. ... vii 
LIST OF FIGURES……………………………………………………………….... ix  
LIST OF ABBREVIATIONS…………………………………………………….... x 
ACKNOWLEDGMENTS………………………………………………………….. xii 
Chapter 
 1. INTRODUCTION………………………………………………………….  1  
 Background Information……………………………………………… 1 
 Hispanics and Chronic Diseases...……………………………………. 2 
 Hispanic Health and Nutrition Examination Survey...……………….. 2 
 Seventh-day Adventists………………………………………………. 3 
 Adventist Health Studies……………………………………………... 3 
 Statement of the Problem…………………………………………….. 4 
 Purpose of the Study………………………………………………… . 5 
 Research Hypotheses…………………………………………………  5 
 Significance of the Study……………………………………………. . 5 
 Limitations of the Study…………………………………………….... 6 
 Delimitations of the Study……………………………………………  6 
 Assumptions…………………………………………………………. . 7 
 Definition of Key Terms…………………………………………….. . 7 
 
 2. REVIEW OF LITERATURE………………………………………………  9 
 Definition of Hispanics……………………………………………….  9 
 Hispanic Demographics………………………………………………  9 
 Hispanic Diet…………………………………………………………  11 
 Hispanic Lifestyle…………………………………………………….  12 
 Acculturation in the Hispanic Diet and Lifestyle…………………… . 14 
 The Effects of Acculturation………………………………………… . 14 
 Health Disparities and Inequalities………………………………….. . 17 
                Income…………………………………………………….... 17 
   Education…………………………………………………..         18 
Poverty……………………………………………………..         18 
   Health Insurance……………………………………………         18 
 Hispanics and Chronic Diseases in the U.S. ………………………... . 19 
v 
 
                High Blood Pressure………………………………………. . 19 
   Obesity……………………………………………………..         20 
Diabetes…………………………………………………….         21 
   Heart Disease……………………………………………….         23 
 Adventist Mortality Study: 1958-1966………….……………………  24 
 Adventist Health Study-1: 1974-1988………………………………. . 25 
 Adventist Health Study-2: 2002- …………………………………… . 27 
 
 3. METHODOLOGY…………………………………………………………  29 
 Research Design…………………………………………………….... 29 
 Sample Population……………………………………………………  29 
 Instrumentation……………………………………………………… . 29 
      Demographics………………………………………………  30 
      Eating Habits………………………………………………. . 30 
      Physical Activity…………………………………………… 30 
      Quality of Life……………………………………………… 31 
      Food Frequency Questionnaire……………………………..  32 
 Statistical Analysis…………………………………………………… 32 
 Data Collection……………………………………………………….  32 
  
     4. RESULTS AND DISCUSSION……………………………………………. .. 33 
 
 Results.................................................................................................. . 33 
 Discussion…………………………………………………………….  55 
 
     5. CONCLUSIONS AND RECOMMENDATIONS…………………………. .. 90 
  
 Conclusions………………………………………………………….. . 90 
 Recommendations…………………………………………………… . 91 
 
Appendix 
A.   LETTER TO THE UNION…………………………………………………. 92 
 
B.   LETTER TO THE CHURCHES…………………………………………… 94 
 
C. SURVEY SITES…………………………………………………………… 96 
  
 D.  INFORMED CONSENT FORM (ENGLISH)……………………………..  98 
 E. INFORMED CONSENT FORM (SPANISH)……………………………... 100 
 F. SURVEY INSTRUMENT (ENGLISH)……………………………………  102 
 G. SURVEY INSTRUMENT (SPANISH)……………………………………  108 
vi 
 
 H. POSTER PRESENTED (PRELIMINARY RESULTS) AT THE 6th 








LIST OF TABLES 
 
 
1. Distribution of Gender in the Study Population of SDA Hispanics…………….… 58 
 
2. Distribution of SDA Hispanic Participants by Churches……………………….…. 58 
 
3. Selective Characteristics of the SDA Hispanic Participants……………………..… 58 
 
4. Selective Characteristics of the SDA Hispanic Participants by Gender……….….. 59 
 
5. Selective Characteristics of the SDA Hispanic Participants by Eating Patterns...… 59 
 
6. Selective Chronic Diseases by the SDA Hispanic Participants……………………. 60 
 
7. Selective Chronic Diseases of the SDA Hispanic Participants by Eating Patterns... 60 
 
8. Body Mass Index (BMI) of the SDA Hispanic Participants ……………………… 61 
 
9. Total Energy Expenditure (TEE) of the SDA Hispanic Participants……………… 61 
 
10. Distribution of Verified Eating Patterns by the SDA Hispanic Participants……... 62 
 
11. Distribution of Verified Eating Patterns by SDA Churches……………………… 62 
 
12. Distribution of Beef Consumption of SDA Hispanic Participants  
            Between Vegetarian and Omnivores…………………………………………. 63 
 
13. Distribution of Chicken Consumption of SDA Hispanic Participants  
            Between Vegetarian and Omnivores…………………………………………. 64 
 
14. Distribution of Lamb Consumption of SDA Hispanic Participants  
            Between Vegetarian and Omnivores………………………………………… 65 
 
15. Distribution of Fish Consumption of SDA Hispanic Participants  
            Between Vegetarian and Omnivores………………………………………… 66 
 
16. Distribution of Cheese Consumption of SDA Hispanic Participants  
            Between Vegetarian and Omnivores………………………………………… 67 
 
17. Distribution of Eggs Consumption of SDA Hispanic Participants  
            Between Vegetarian and Omnivores………………………………………… 68 
viii 
 
18. Distribution of French Fries Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 69 
 
19. Distribution of Fast Foods Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 70 
 
20. Distribution of Legumes Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 71 
 
21. Distribution of Fresh Fruit Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 72 
 
22. Distribution of Dried Fruit Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 73 
 
23. Distribution of Raw Vegetables Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 74 
 
24. Distribution of Whole-Wheat Bread Consumption of SDA Hispanic Participants    
           Between Vegetarian and Omnivores………………………………………… 75 
 
25. Distribution of Seeds Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 76 
 
26. Distribution of Nuts Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 77 
 
27. Distribution of Caffeinated Beverages Consumption of SDA Hispanic  
           Participants Between Vegetarian and Omnivores…………………………… 78 
 
28. Distribution of Tofu Consumption of SDA Hispanic Participants  
           Between Vegetarian and Omnivores………………………………………… 79 
  
29. Distribution of Homemade Soy Milk Consumption of SDA Hispanic  
           Participants Between Vegetarian and Omnivores…………….…………….. 80 
 
30. Gender Differences in the Various Scales, Physical and Mental Component    
           Summaries…………………………………………………………………..  81 
  
31. Differences Between SDA Hispanic Vegetarians and Omnivores in the  












LIST OF FIGURES 
 
 
1. PCS in Comparison to the General U.S. Norms by Decades of Age………... 83  
 
2. MCS in Comparison to the General U.S. Norms by Decades of Age……….. 83 
 
3. Physical Functioning in Comparison to the General U.S. Norms by  
Decades of Age………………………………………………………. 84 
 
4. Role-Physical in Comparison to the General U.S. Norms by Decades  
of Age………………………………………………………………… 84 
 
5. Bodily Pain in Comparison to the General U.S. Norms by Decades  
of Age……………………………………………………………….... 85 
 
6. General Health in Comparison to the General U.S. Norms by Decades  
of Age…………………………………………………………………. 85 
 
7. Vitality in Comparison to the General U.S. Norms by Decades of Age…….... 86 
 
8. Social Functioning in Comparison to the General U.S. Norms by Decades  
of Age…………………………………………………………………. 86 
 
9. Role-Emotional in Comparison to the General U.S. Norms by Decades  
of Age…………………………………………………………………. 87 
 
10. Mental Health in Comparison to the General U.S. Norms by Decades  
of Age…………………………………………………………………. 87 
 
11. Comparison of SDA Hispanic Vegetarians and Omnivores in the Various  
Domains, Physical and Mental Component Summaries......................... 88 
 















LIST OF ABBREVIATIONS 
 
 
AHA   American Heart Association 
 
AHS   Adventist Health Study 
 
ALA   American Lung Association 
 
ANOVA  Analysis of Variance 
 
BMI   Body Mass Index 
 
CDC   Centers for Disease Control and Prevention 
 
CHD   Coronary Heart Disease 
 
CHDIR   CDC Health Disparities and Inequalities Report 
 
CHIS   California Health Interview Survey 
 
FFQ   Food Frequency Questionnaire 
 
HHANES  Hispanic Health and Nutrition Examination Survey 
 
IRB   Institutional Review Board 
 
MCS   Mental Component Summary 
 
METS   Metabolic Equivalents 
 
NHANES  National Health and Nutrition Examination Survey 
 
PCS   Physical Component Summary 
 
QoL   Quality of Life 
 
SDA   Seventh-day Adventist 
 
TEE   Total Energy Expenditure 
 
U.S.   United States 
xi 
 
USDA   United States Department of Agriculture 
 
















































My deepest appreciation to all who participated in this study and made this 
possible.  To Pastor Carmelo Mercado for supporting and allowing me to work in the 
SDA churches of the Lake Union Conference.  To all the thesis committee members: 
Maggie Hernandez for making the contacts and helping me distribute the surveys to the 
different churches; to Dr. Peter Pribis who was at the forefront in the guidance and 
development of this research study; to Dr. Winston Craig who contributed with valuable 
feedback and encouraged me with words of wisdom; and to Dr. Tevni Grajales who 






















Chronic diseases are the leading cause of death and disability in the United States 
(U.S.) and account for 7 out of every 10 deaths.  While the etiology of chronic diseases is 
multifactorial, individual modifiable behaviors play an important role in both risk and 
prevention.  Hispanics are disproportionately affected by chronic diseases and are a 
growing and significant population (Villarruel & Koniak-Griffin, 2007).  Hispanics are 
one of the fastest growing minorities in the United States, representing more than 16% of 
the country’s population, according to the U.S. Department of Health and Human 
Services (USDHHS, 2012b).   
In addition, it is significant to note that Hispanics have the highest uninsured rates 
of any racial or ethnic group within the United States, though it varies among Hispanic 
subgroups: In 2010 the Census Bureau reported that 42.4% of Central Americans, 33.6% 
of Mexicans, 23% of Cubans, and 14.9% of Puerto Ricans were without health insurance 
coverage.  Overall, 30.7% of the Hispanic population was not covered by health 





Hispanics and Chronic Diseases 
The most common conditions affecting Hispanics in the U.S. in 2009 are, in order 
of death toll: heart disease, cancer, chronic lower respiratory diseases, stroke, 
unintentional injuries, Alzheimer’s disease, diabetes, influenza/pneumonia, kidney 
disease, and suicide (Kochanek, Xu, Murphy, Miniño, & Kung, 2011).  According to the 
most recent information from the USDHHS, Hispanics are less likely to suffer from heart 
disease than are non-Hispanic Whites; however, high rates of obesity, hypertension, high 
cholesterol, and tobacco use keep heart disease as a leading killer among the Hispanic 
population.  Approximately 21% of annual Hispanic deaths are related to heart disease.  
Prevention plays a key role such as maintaining a healthy weight and eating a well-
balanced diet (American Heart Association, 2013a).  
 
Hispanic Health and Nutrition Examination Survey 
The first health examination survey done on a national basis to obtain data on the 
health and nutritional status of the Hispanic population in the United States was the 
Hispanic Health and Nutrition Examination Survey (HHANES).  The HHANES was 
conducted among Hispanic-origin respondents during 1982 to 1984 by the Centers for 
Disease Control and Prevention (CDC).  The topics of this survey included, but were not 
limited to: dietary practices, diabetes, depression, dental health, alcohol consumption, 
acculturation, child health, adolescent health, and adult health (CDC, 2012d).  Part of the 
study revealed a high prevalence of diabetes in both Mexican Americans and Puerto 
Ricans (Flegal, 1991); the Puerto Ricans’ diet was less balanced than the Mexicans’ and 
Cuban Americans’ diet; and a greater percentage of men than women smoked cigarettes 
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and used alcohol.  In addition, acculturation correlated positively with alcohol use and 
negatively with dietary balance for Mexican Americans (Marks, García, & Solis, 1990).  
 
Seventh-day Adventists 
Seventh-day Adventists (SDA) have increasingly become the objects of 
epidemiologic studies, due to their similarity in many lifestyle behaviors and because 
they are more heterogeneous in nutritional habits than the general population.  In 
addition, Adventists have a lower risk of heart disease, several cancers, and probably high 
blood pressure, arthritis, and diabetes than other Americans.  This advantage provides an 
opportunity for scientific research about how diet and other health habits may change the 
risk of suffering from many chronic diseases (Loma Linda University, 2013).   
 
Adventist Health Studies 
The Adventist Health Studies have been directed from Loma Linda University 
over the last 40 years. These have been among the first to raise scientific awareness of the 
close relationship between diet and health.  The first major study of Adventists, from 
1958 to 1966, has become known as the Adventist Mortality Study, a prospective study 
of 22,940 California Adventists. The study was conducted at the same time as the large 
American Cancer Society study of non-Adventists, and comparisons were made for many 
causes of death between the two populations.  Compared to the American Cancer Society 
counterparts, overall cancer mortality was 60% lower for Adventist men and 76% lower 
for Adventist women.  Moreover, the risk of coronary heart disease (CHD) was 
significantly lower in vegetarian Adventists as compared to non-vegetarian Adventists 
(Loma Linda University, 2013). 
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The second major study, known as the Adventist Health Study-1 (AHS-1), was 
conducted from 1974 to 1988, and was designed to determine which components of the 
Adventist lifestyle give protection against disease (Fraser & Shavlik, 1997, 2001; Loma 
Linda University, 2013).  This study revealed that vegetarians had a lower risk of obesity, 
hypertension, diabetes, and death from all causes.  Further, Adventist men live 7.3 years 
longer and Adventist women live 4.4 years longer than other Californians (Loma Linda 
University, 2013).  
The new Adventist Health Study-2 (AHS-2) is a health research study of 96,000 
SDAs in the U.S. and Canada that began in 2002 and still continues as of this writing.  
The AHS-2 is one of the largest and most comprehensive studies of diet and cancer in the 
world. It is also one of the largest dietary studies of black/African Americans and will 
help answer why this group has a disproportionate amount of cancers and heart disease 
(Fraser & Shavlik, 1997, 2001; Loma Linda University, 2013).  Preliminary results show 
a progressive weight increase from a total vegetarian diet toward a non-vegetarian diet 
(Loma Linda University, 2013).   
 
Statement of the Problem 
There are varied efforts to increase awareness of a healthful lifestyle among the 
Hispanic population through health education, campaigns, government agencies, and 
institutions.  However, there is minimal research regarding the lifestyle and the 




Purpose of the Study 
The purpose of this cross-sectional descriptive study is to ascertain the lifestyle, 
health status, demographics, eating habits, QoL, and physical activity habits of the SDA 
Hispanics from part of the Midwestern area of the U.S.  In addition to food intake, 
several variables were measured using a FFQ. 
 
Research Hypotheses 
Hypothesis 1: SDA Hispanic vegetarians follow a healthier lifestyle than do SDA 
Hispanic non-vegetarians. 
Hypothesis 2: SDA Hispanic vegetarians have a better QoL than do SDA 
Hispanic non-vegetarians. 
Hypothesis 3: SDA Hispanic vegetarians consume more fruits, vegetables, nuts, 
and seeds than do SDA Hispanic non-vegetarians. 
Hypothesis 4: SDA Hispanics have a better QoL than does the general U.S. 
population. 
Null Hypothesis 1: There is no difference in lifestyle, QoL, and food patterns 
between the SDA Hispanic vegetarians and SDA Hispanic non-vegetarians. 
Null Hypothesis 2: There is no difference in QoL between the SDA Hispanics 
and the general U.S. population. 
 
Significance of Study 
 The significance of this study is paramount as it contributes valuable insight and 
theory into the knowledge base that currently exists in this field.  There is great need for 
systemic research, not only because of its scientific value but also because of its ability to 
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improve the health and lifestyle of SDA Hispanics.  The health message is one of the 
fundamental beliefs of the SDA Church and therefore it should positively impact and 
transcend all cultures, races, and ethnicities.   
This study promises to add to the literature on the health and lifestyle of the SDAs 
within the Hispanic community by analyzing the status of their health from part of the 
Midwestern area and comparing these findings to the previous and/or future studies.   
 
Limitations of the Study 
 General limitations of this study relate to sample selection and sample size.  The 
sample population is comprised of 150 participants recruited in SDA Hispanic churches 
in Berrien Springs, Grand Rapids, Chicago, and Indianapolis.  
This study excluded people who were less than 18 years old.  In addition, the 
sample size is not a randomized sample from the general population, but is limited to one 
of availability and convenience.  
This is a correlational study and therefore does not prove causation.  However, it 
may provide more understanding in an attempt to explain how the lifestyle of SDA 
Hispanic church members could be improved.  
 
Delimitations of the Study 
 This study is delimited by the researcher in several ways.  First, the decision to 
use a convenience sample of SDA Hispanic adults in the Midwestern area limits the 
ability to generalize findings outside of this area.  Second, this sample was selected from 
a religious institution.  Hispanics who are from other U.S. areas or who are members of 
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other religious institutional settings may bear different characteristics and, therefore, will 
not be represented by this sample population.   
 
Assumptions 
1. SDAs follow healthier lifestyles than does the general population. 
2. SDA Hispanics are more informed of healthier lifestyles and vegetarianism  
than is the general Hispanic community. 
 
Definition of Key Terms 
Quality of life:  A broad multidimensional concept that usually includes subjective 
evaluations of both positive and negative aspects of life.  A model of quality of life 
encompasses five dimensions: physical well-being, material well-being, social well-
being, emotional well-being, and development and activity (CDC, 2011a).  
Lifestyle: The way people live at a particular time and place.  It is the typical way 
of life of an individual, group, or culture (“Lifestyle,” 2013). 
Vegetarian: Someone who lives on a diet of grains, legumes, nuts, seeds, 
vegetables and fruits with, or without, the use of dairy products or someone who does not 
eat meat, poultry, game, fish, or seafood.  There are different degrees of vegetarianism; 
however, the four most common forms of vegetarianism are (Vegetarian Resource 
Group, 2012):  
Lacto-Ovo Vegetarian: An individual who does not eat meat, fish, or fowl; eats 
dairy and egg products.    




Ovo-Vegetarian: An individual who does not eat meat, fish, fowl or dairy 
products; eats egg products. 
Vegan: An individual who does not eat any animal products such as meat, fish, 



























REVIEW OF LITERATURE 
 
Definition of Hispanics 
The Office of the U.S. Census defines Hispanic or Latino as indicating the 
person’s origin from Mexico, Puerto Rico, Cuba, Central or South America, or other 
Spanish origin. This designation is made regardless of racial classification such as White, 
Black or African American, American Indian or Alaska Native, Asian, and Native 
Hawaiian or Other Pacific Islander (CDC, 2012e). 
However, Hispanic is not a homogeneous group; it includes people from different 
racial and socioeconomic backgrounds and cultural influences. In addition, health 
behavior practices and morbidity and mortality incidences are also different among 
segments (Colón et al., 2009). 
 
Hispanic Demographics 
It is estimated that by July 1, 2050, the Hispanic population in the U.S. will reach 
132.8 million, representing approximately 30% of the U.S. population by that date.  The 
three main Hispanic subgroups are Mexican Americans, Puerto Ricans, and Cubans. 
Among Hispanic subgroups, in 2010, Mexicans ranked as the largest at 63%.  After the 
Mexicans were Puerto Ricans (9.2%), Cubans (3.5%), Salvadorans (3.3%), and 
Dominicans (2.8%), and the remaining (18.2%) were people of Central and South 
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America and other Hispanic or Latino subgroups.  As of July 1, 2011, the state with the 
largest Hispanic population was California (14.4 million), and the state with the highest 
percentage of Hispanic population was New Mexico at 46.7% (CDC, 2012e). 
Data from the 2010 Census indicate that the Hispanic population had increased 
from 35.3 million in 2000 when this group made up 13% of the total population.  More 
than half of the growth in the total population of the United States between 2000 and 
2010 was due to this increase in the Hispanic population (Ennis, Ríos-Vargas, Albert, 
2011). 
According to the U.S. Census Bureau population estimates as of July 1, 2011, 
there are roughly 52 million Hispanics living in the United States, representing 
approximately 16.7% of the U.S. total population, making people of Hispanic origin the 
nation’s largest ethnic or race minority (CDC, 2012e).  The Hispanic population 
increased by 15.2 million between 2000 and 2010, accounting for over half of the 27.3 
million increase in the total population of the United States. Between 2000 and 2010, the 
Hispanic population grew by 43%, which was four times the growth of the total 
population at 10%.  Population growth between 2000 and 2010 varied by Hispanic group.  
The Mexican-origin population increased by 54% and had the largest numeric change 
(11.2 million), growing from 20.6 million in 2000 to 31.8 million in 2010. Mexicans 
accounted for about three-quarters of the 15.2 million increase in the Hispanic population 
from 2000 to 2010.  Puerto Ricans grew by 36%, increasing from 3.4 million to 4.6 
million. The Cuban population increased by 44%, growing from 1.2 million in 2000 to 





The current diet of Hispanics in the U.S. is strongly influenced by the traditional 
dietary patterns of their countries of origin, as well as feeding practices of the adopted 
communities in which they live. As such, there are many regional differences among 
Hispanic subgroups, both in terms of diet composition and means of preparing the food. 
Despite the heterogeneous ancestral origins of Hispanic Americans, many Hispanics still 
retain basic elements of the traditional Hispanic diet, including reliance on grains and 
beans and incorporating fruits and vegetables in the diet. Family life has traditionally 
occupied a central place in the Hispanic culture, and this has influenced the eating habits 
through home preparation of meals and the practice of families eating together (Lara, 
Gamboa, Kahramanian, Morales, & Hayes, 2005). 
Information about what Hispanics in the United States consumed has been 
collected through national surveys conducted by the U.S. Department of Agriculture 
(USDA). Data reveal that Hispanics tend to eat more rice, but less pasta and ready-to-eat 
cereal, than do non-Hispanic Whites.  With the exception of tomatoes, Hispanics are also 
less likely to consume vegetables, although they have a slightly higher fruit consumption 
(Lara et al., 2005). 
Research has repeatedly shown that consuming a diet high in fruits and vegetables 
is associated with a lower risk of chronic diseases including cardiovascular disease, 
diabetes, and certain types of cancers.  The California Health Interview Survey 2005 
shows that Californian Hispanics have a higher intake of total fruit and vegetable cup 
equivalents as compared to non-Hispanic Whites and Blacks.  These findings are 
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consistent with national results from the National Health and Nutrition Examination 
Survey (NHANES) 2003–2004 using 24-hour dietary recalls.  
Previous data from the 2000 National Health Interview Survey (NHIS) also found 
that Hispanics reported significantly higher servings of fruits and vegetables than non-
Hispanic White and Black counterparts.  However, this consumption still does not meet 
the national recommended amount of fruits and vegetables for Americans (a total of 4.5 
cups of fruit and vegetables per day) based on a 2,000 calorie intake (Colón et al., 2009). 
Compared to non-Hispanic Whites, Hispanics are twice as likely to drink whole milk, but 
much less likely to drink low fat or skim milk.  Hispanics are also more likely to eat beef, 
but less likely to eat processed meats such as hot dogs, sausages, and cold cuts. Hispanics 
are more likely to eat eggs and legumes than are non-Hispanic Whites, and less likely to 
consume fats and oils, sugars and sweets (Lara et al., 2005).   
Analysis of the macronutrient content of the diet reveals that Hispanics, especially 
Mexican Americans, have a lower intake of total fat and a higher intake of dietary fiber 
compared to non-Hispanic White populations, with much of the dietary fiber coming 
from legumes.  Nevertheless, Mexican Americans and other Hispanic subgroups are as 
low in many micronutrients as the general population, particularly with the intake of 
vitamin E, calcium, and zinc, which do not reach the recommended daily amounts (Lara 
et al., 2005). 
 
Hispanic Lifestyle 
Repeatedly, many studies have demonstrated that regular physical activity is 
essential for maintaining physical and cardiovascular fitness, maintaining healthy weight, 
and sustaining weight loss once achieved (Fogelholm & Kukkonen-Harjula, 2000).  The 
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American Heart Association indicates that 32% of American adults do not engage in 
leisure-time physical activity (“no leisure-time physical activity/inactivity” refers to no 
sessions of light/moderate or vigorous physical activity of at least 10 minutes duration 
per day).  However, physical inactivity was higher among women (33.2%) versus men 
(29.9%, age-adjusted).  Moreover, physical inactivity increased with age as seen in the 
following age groups.  For ages 18 to 44 years, lack of physical activity increased to 
26.1%; for ages 45 to 64 years, it increased to 33.4%; for ages 65 to 74 years, it increased 
to 40.0%; and for ages 75 years or older, it increased to 52.4%.  Hispanic adults and non-
Hispanic Blacks were more likely to be inactive (42.2% and 41.1%, respectively) than 
were non-Hispanic White adults (27.7%).  In the aerobic and strengthening categories, 
only 21.0% met the 2008 federal physical activity guidelines (AHA, 2013c). 
A sedentary lifestyle is associated with older age and is more common among 
Hispanic and black adults than among white adults.  Regular physical activity improves 
cardiovascular risk factors such as blood pressure, lipid profiles, and blood sugar.  It also 
lowers the risk of developing other chronic diseases, including type-2 diabetes, 
osteoporosis, obesity, depression, and cancer of the breast and colon (Lichtenstein et al., 
2006). 
In 2009, Hispanics living in the U.S. generally smoked less (14.5%) than their 
non-Hispanic White (22.2%) counterparts; however, the frequency of cigarette smoking 
is increasing, particularly among younger segments of the population (ALA, 2013).  
Among Hispanic adults, the prevalence of this behavior was higher in males, 16.2%, than 




Acculturation in the Hispanic Diet and Lifestyle 
In the same way that Hispanics have altered American cuisine, American culture 
has also altered the diet of Hispanic Americans.  As with many other immigrant groups in 
the U.S., the lifestyle of Hispanics is experiencing a transition from one based on 
traditional values and customs of their ancestors to adopting the values and behaviors of 
their adopted country.  In relation to health behaviors, this process of acculturation is 
typically characterized by a sedentary lifestyle and a change in eating habits (Lara et al., 
2005). 
The Merriam-Webster Dictionary (“Acculturation,” 2013) defines acculturation 
as the “cultural modification of an individual, group, or people by adapting to or 
borrowing traits from another culture or a merging of cultures as a result of prolonged 
contact.”  However, Hispanic subgroups may differ in immigration history and rate of 
acculturation to the American diet (Colón et al., 2009). 
 
The Effects of Acculturation 
There are possible relationships between acculturation and selected health and 
behavioral outcomes among Hispanics. The effect of acculturation on Hispanic health is 
complex and not well understood. However, there is existing evidence that acculturation 
may have a negative effect in certain areas such as substance abuse, dietary habits, and 
birth outcomes associated with worse health outcomes, behaviors, or perceptions, 
whereas in other areas such as health-care use and self-perceptions of health, the effect is 
in the positive direction (Lara et al., 2005). 
The national dietary survey data demonstrate the effects of acculturation on the 
Hispanic diet which indicates that Hispanic Americans who continue to use Spanish as a 
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primary language eat somewhat more healthful diets than those who use English as a 
primary language.  These healthier eating behaviors are evidenced by a lower 
consumption of fat, saturated fat, and cholesterol (Aldrich & Variyam, 2000). 
The process of acculturation on the Hispanic diet and lifestyle has serious 
implications in the health of Hispanics.  For instance, the prevalence of type-2 diabetes 
mellitus is two to three times higher in Hispanic Americans than in non-Hispanic Whites, 
with an estimated 10% of adults over the age of 20 and 25% to 30% of those over the age 
of 50 affected.  However, according to the HHANES from 1982 to 1984, the prevalence 
of the disease was especially high among Mexican Americans, followed by Puerto Ricans 
(Lara et al., 2005). 
Diabetes, a disease characterized by high levels of glucose in the blood, is the 
seventh leading cause of death in the United States (USDHHS, 2011).  Compared to non-
diabetic individuals, people with the disease are two to four times at higher risk of 
developing cardiovascular disease, which is the leading cause of death in the country. 
Accompanying this increased risk of diabetes among Hispanics is a marked increase in 
the risk of obesity (Lara et al., 2005). 
The high prevalence of diabetes in both Mexican Americans and Puerto Ricans 
may be related to socioeconomic, genetic, behavioral, or environmental factors (Flegal et 
al., 1991).  Nonetheless, much of the increased risk of diabetes experienced by Hispanic 
Americans is believed to be attributable to the sedentary lifestyle and the changing 
quality of the Hispanic diet that accompanies the acculturation process.  These trends are 
occurring across all subgroups of the Hispanic population, although the extent of the 
changes is more pronounced in some segments (Lara et al., 2005). 
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The Hispanic population that lives in the U.S. has a health and mortality record 
that is in some respects more favorable than that of the general population, despite 
economic and educational disadvantages (Aldrich & Variyam, 2000).  Health outcomes 
for Hispanics are generally in the positive direction when compared with other racial and 
ethnic groups in the United States.  Two measures of population health that are 
commonly used include rates of adult and infant mortality.  Mortality statistics for adults 
reveal that Hispanics in the United States have lower mortality rates than do non-
Hispanic Whites and Blacks.  For instance, in 2001 the age-adjusted mortality rate for 
Hispanics was 22% lower than was the age-adjusted mortality rate among non-Hispanic 
Whites and 41% lower than was the age-adjusted mortality rate for non-Hispanic Blacks. 
In the same way, birth outcomes statistics for 2001 demonstrate that infant mortality 
among Hispanics was similar to that of non-Hispanic whites, and it was 58% lower than 
that of non-Hispanic Blacks (Arias, Anderson, Kung, Murphy, & Kochanek, 2003). 
The health outcomes of U.S. Hispanics present a pattern of substantial 
heterogeneity in several dimensions or areas. Important and specific indicators of 
population health vary among Hispanics of Mexican, Puerto Rican, Cuban, and other 
Hispanic origin or cultural heritage.  For instance, mortality and prevalence rates of 
chronic illness vary among both Hispanic children and adults of these different 
subgroups. The factors that explain this heterogeneity include the more commonly 
studied attributes such as socioeconomic status, educational level, age, and the less 
studied factors such as language fluency, immigration status, and the time and number of 
generations living in the U.S. All of these factors often are described as part of the 
phenomenon of acculturation to the U.S. mainstream culture (Lara et al., 2005). 
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Health Disparities and Inequalities 
The CDC 2011 Health Disparities and Inequalities Report (CHDIR) provides 
reports on the recent trends and ongoing variations in health disparities and inequalities in 
selected social and health indicators (CDC, 2012e).  The status of the Hispanic 
population varies significantly by regional origins.  In general, the Hispanic population is 
younger, poorer, less educated, and lives in larger households than the non-Hispanic 
population (Aldrich & Variyam, 2000).  Compared to non-Hispanic Whites, the 
racial/ethnic disparity was greatest for Hispanics and American Indians/Alaska Natives in 
both income and education (CDC, 2012e). 
 
Income 
In 1966, the median earnings for Hispanic males working full time were $21,055, 
compared with $34,163 for non-Hispanics. Consequently, economic disadvantages reflect 
education disadvantages. About 61% of Hispanics ages 25 to 34 were high-school 
graduates, compared with 91% of non-Hispanics.  The largest and relatively most 
disadvantaged Hispanic subgroup is of Mexican origin.  This group records the lowest 
median earnings for full-time workers and the lowest percentage of 25- to 34-year-olds 
who are high-school graduates.  The very small Cuban-origin population is relatively the 
most advantaged among Hispanic groups, although the income and education are still 
below the general U.S. population. Puerto Rican-origin and “other Hispanics” are similar 
in income and education to Cuban-origin Hispanics.  The income of U.S. Hispanics of 
Central and South American origins are similar to the Mexicans’ income; however, they 
have higher levels of high-school graduates among 25- to 34-year-olds (Aldrich & 
Variyam, 2000).  The median income of Hispanic households has increased since a few 
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decades ago.  In 2010, for example, the median income of Hispanics was $37,759.  
Nonetheless, it was still below the median household income of $49,445 of Americans in 
the U.S. (U.S. Census Bureau, 2011). 
Researchers have found that lower incomes were associated with less healthful 
diets among non-Hispanics, but with more healthful diets among first-generation 
Mexican Americans.  Among second-generation Mexican Americans, they found no 
relationship between income and diet quality (Aldrich & Variyam, 2000).   
 
Education 
The percentage of Hispanics 25 years and older who had at least a high-school 
education in 2010 was 62.2%.  The percentage of the Hispanic population 25 years and 
older with a bachelor's degree or higher in 2010 was 13% (U.S. Census Bureau, 2012). 
 
Poverty 
The poverty rate among Hispanics increased from 25.3% in 2009 to 26.6% in 
2010 (U.S. Census Bureau, 2011). In addition, next to non-Hispanic Blacks, Hispanics 
and American Indians/Alaska Natives had the highest percentages of householders living 
in inadequate and unhealthy housing (CDC, 2012e). 
 
Health Insurance 
Hispanics had considerably higher uninsured rates, compared with Asian/Pacific 
Islanders and non-Hispanic Whites (CDC, 2012e).  In 2010, compared to other racial or 
ethnic group, Hispanics have the highest uninsured rates in the U.S. (USDHHS, 
Hispanic/Latino Profile, 2012).  The percentage of Hispanics who lacked health 
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insurance decreased slightly from 31.6% in 2009 to 30.7% in 2010 (U.S. Census Bureau, 
2011). 
 
Hispanics and Chronic Diseases in the U.S. 
High Blood Pressure 
Hypertension is a serious public health condition affecting approximately 30% of 
adults and increasing the risk for heart disease and stroke in the United States. 
Racial/ethnic and socioeconomic disparities in hypertension prevalence in the United 
States have been documented for many years (CDC, 2012a). 
The age-adjusted prevalence of hypertension was higher among non-Hispanic 
Black persons (40.4%) than among non-Hispanic White persons (27.4%) or Hispanic 
persons (26.1%).  Non-Hispanic Blacks have a higher risk for hypertension and 
hypertension-related complications than do non-Hispanic Whites and Mexican 
Americans.  Between the years 1999-2000 and 2007-2008, the prevalence of 
hypertension did not change, but control of hypertension increased among those with 
hypertension (CDC, 2012a). 
Despite significant increases of awareness, treatment, and control of hypertension, 
in 2007-2008, less than 50% of adults with hypertension did not have their blood pressure 
under control.  The Healthy People 2010 program includes national objectives to reduce 
the proportion of adults aged ≥20 years with hypertension to 14% from a baseline of 26% 
and to increase the proportion of adults aged ≥18 years with hypertension whose blood 
pressure is under control to 68% from a baseline of 25% (CDC, 2012a). 
Nonetheless, a recent survey by The Centers for Disease Control and Prevention 
reported that high blood pressure among Hispanic groups is a particular concern.  About 
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26.1% (more than a quarter) of Hispanics reported having high blood pressure, and 
30.4% (nearly a third) with high blood pressure do not take medication that could reduce 
their risk for heart attack and stroke.  Only 40.7% of Hispanics reported having their 
blood pressure under control (CDC, 2013a).  A recent prediction model demonstrated that 
every 10% increase in hypertension treatment in the adult population ages 25–79 could 




According to the Hispanics/Latinos and CVD-2013 statistical report from the 
American Heart Association, among Mexican Americans age 20 and older, 81.3% of men 
and 78.2% of women are overweight or obese.  Of these, 36.0% of men and 44.8% of 
women are obese (AHA, 2013c). 
Moreover, among Mexican American women 78% are overweight or obese, as 
compared to only 60.3% of the non-Hispanic White women.  In 2010, Hispanic 
Americans were 1.2 times as likely to be obese than were non-Hispanic Whites.  In 2009-
2010, Mexican American children were 1.6 times more likely to be overweight as non-
Hispanic White children.  From 2007-2010, Mexican American women were 40% more 
likely to be overweight, as compared to non-Hispanic Whites (USDHHS, 2012c).  
Among males aged ≤20 years, the prevalence of obesity was highest among Mexican 
Americans, as compared to non-Hispanic Whites and non-Hispanic Blacks (CDC, 
2012c).  
Cultural influences from traditional fatty foods such as refried beans and sour 
cream may play a role in the incidence of obesity.  In addition, social-environmental 
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influences are a contributing factor to this condition.  For instance, both parents work in 
many Hispanic families, which makes it hard to find time to prepare healthy meals.  Also, 
fast-food items may be less expensive to buy than fruits and vegetables.  The NHANES 
reported that 65% of Mexican American men and 74% of Mexican American women did 
not participate in physical activity.  Many Hispanics find it difficult to exercise because 
they work multiple jobs, or they live in areas lacking safe walking areas or health clubs 
(AHA, 2013a).  
 
Diabetes 
The prevalence of diagnosed diabetes in the U.S. Hispanic population has grown 
to epidemic proportions, which is 1.9 times higher than in non-Hispanic Whites.  Among 
the Hispanic groups, diabetes is diagnosed at an earlier age, and, for a multiplicity of 
reasons, they suffer from higher rates of diabetic complications and mortality.  Although 
the etiology for the higher prevalence of diabetes and its complications is not clear, it is 
thought to be related to genetic and environmental factors (G. Umpierrez, González, D. 
Umpierrez, & Pimentel, 2007).  Untreated, diabetes can lead to serious complications, 
including cardiovascular disease and renal failure. The prevalence of diagnosed diabetes 
in Mexican Americans and Puerto Ricans between the ages of 24 and 74 was 2.4 times 
greater than in non-Hispanic Whites (AHA, 2013a). 
In 2007, according to a Harvard University School of Public Health study, about 
50% of women and 40% of men will develop diabetes at some point in their life in Puerto 
Rico. This high rate is due to the high fat and refined carbohydrate content in the Puerto 
Rican diet, along with a lack of physical activity.  Puerto Ricans were the second highest 
ethnic group in United States jurisdictions affected by diabetes.  Over 25% of Puerto 
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Ricans between the ages of 45 and 74 are diabetics, a percentage only surpassed by the 
people of the Native American Pima tribe.  According to the CDC data, residents of 
Puerto Rico are 1.8 times as likely to have diagnosed diabetes as U.S. non-Hispanic 
Whites (Caribbean Business, 2012). 
The 2007–2009 national survey data for people aged 20 years or older indicate 
that 7.1% of non-Hispanic Whites, 8.4% of Asian Americans, 11.8% of Hispanics, and 
12.6% of non-Hispanic Blacks had diagnosed diabetes. Among Hispanics, Cubans, 
Central Americans and South Americans had 7.6%, Mexican Americans 13.3%, and 
Puerto Ricans 13.8% rates of diagnosed diabetes.  Compared to non-Hispanic Whites, the 
risk of diagnosed diabetes was 18% higher among Asian Americans, 66% higher among 
Hispanics, and 77% higher among non-Hispanic Blacks.  However, among Hispanics 
compared to non-Hispanic Whites, the risk of diagnosed diabetes was about the same for 
Cubans and for Central and South Americans, 87% higher for Mexican Americans, and 
94% higher for Puerto Ricans (CDC, 2011c). 
In the U.S., Puerto Rico currently has the highest incidence of diabetes, even as 
the incidence of the disease has increased in many states over the past 15 years.  
According to the Centers for Disease Control and Prevention study, Puerto Rico’s 
diabetes rate rose from 11.7% in 1995 to 12.7% in 2010.  This figure is nearly twice the 
national average of 7%, where the top 2010 rates were registered in Mississippi at 11.7% 
and in Alabama with 11.3% (CDC, 2012b). 
Moreover, based on the Boston Puerto Rican Health Study, compared to non-
Hispanic Whites and other Hispanic subgroups, Puerto Ricans have the worst health 
status and highest prevalence of several acute and chronic medical conditions. They 
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report that Puerto Rican elders living in Massachusetts show significantly greater 
prevalence of physical disability, type-2 diabetes, depression, and other chronic 




In the U.S., heart disease is still the number one killer for all Americans including 
Hispanics (AHA, 2013a).  In 2010, Hispanics were 20% less likely to have heart disease 
compared to non-Hispanic Whites.  They are also less likely to die from heart disease 
than non-Hispanic Whites.  However, in 2008, Hispanic men and women were 40% less 
likely to die from heart disease, compared to non-Hispanic Whites (USDHHS, 2012a). 
However, Hispanics have even higher risks of cardiovascular diseases due to high 
blood pressure, obesity, and diabetes.  Over and over, research has shown that making 
simple lifestyle changes can reduce the risk or even prevent symptoms of heart disease.  
Nonetheless, Hispanics find it difficult to make those changes, sometimes due to 
language barriers, lack of transportation, and lack of health insurance and other resources 
(AHA, 2013a).  
Among Mexican American adults, 31.6% of men and 34.4% of women have 
cardiovascular disease (CDC, 2011b; Yancy et al., 2011).  The risk of heart disease 
increases with physical inactivity.  Compared with non-Hispanic White women, Hispanic 
women are less likely to engage in physical activity (Yancy et al., 2011). 
The San Antonio Heart Study found that Hispanics with diabetes had higher rates 
of heart disease death than those without diabetes.  About 65% of people with diabetes 
die from heart disease and stroke.  However, only one in four Hispanics with diabetes 
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know they are at risk for heart disease (USDHHS, 2009).  Compared to non-Hispanic 
Whites and non-Hispanic Blacks, Mexican American men are more likely to have high 
blood cholesterol.  In 2005, only 34% of Hispanic women were aware that heart disease 
is the leading cause of death compared to 62% for White women, and 38% for Black 
women (Yancy et al., 2011). 
 
Adventist Mortality Study: 1958-1966 
The Adventist Health Studies, conducted by Loma Linda University, are long-
term health studies researching the links between lifestyle, diet, and disease among 
members of the Seventh-day Adventist church.  This Christian denomination encourages 
a healthy lifestyle that includes a vegetarian diet and calls for abstinence from alcohol 
and tobacco.  The first major study of Adventists, from 1958 to 1966, known as the 
Adventist Mortality Study, a cohort or prospective study of 22,940 California Adventists, 
was conducted at the same time as the large American Cancer Society study of non-
Adventists.  Comparisons were made for many causes of death between the two 
populations.  The risk of coronary heart disease (CHD) was significantly lower in 
vegetarian compared to non-vegetarian Adventists.  There was also a significant positive 
association with egg intake and a negative association with consumption of green salad in 
all-cause mortality.  Compared to other Californians, Adventists experienced lower death 
rates for all cancers: 60% lower for Adventist men and 75% lower for Adventist women.  
The mortality rate among Adventists for lung cancer was 21% lower, colorectal cancer 
was 62% lower, and breast cancer was 85% lower than other Californians.   
Overall, compared to the American Cancer Society counterparts, the Adventist 
Mortality Study showed that Adventist men lived 6.2 years longer than non-Adventist 
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men and that Adventist women lived 3.7 years longer than non-Adventist women (Loma 
Linda University, 2013). 
 
Adventist Health Study-1: 1974-1988 
The second major study, known as the Adventist Health Study-1 (AHS-1), was 
conducted from 1974 to 1988, and was designed to determine which components of the 
Adventist lifestyle give protection against disease (Fraser & Shavlik, 1997, 2001; Loma 
Linda University, 2013).  Initially, the AHS-I was primarily a cancer investigation, but in 
1981, the researchers decided to add the cardiovascular component.  Findings from this 
study revealed that there is a connection between diet and cancer and that certain aspects 
of the Adventist lifestyle markedly reduce the likelihood of cancer. For instance, those 
who ate fruit at least twice daily experienced only 25% of the risk for lung cancer as 
compared to those who consumed fruit less than three times a week.  In addition, those 
who ate beans at least two times a week had a 42% lower risk of developing colon cancer 
than those who ate beans less than once a week.  Men with a high consumption of 
tomatoes had a 40% lower risk of prostate cancer.  Researchers have suggested a number 
of mechanisms that might explain why certain foods could reduce the risk of contracting 
various types of cancer.  Some nutrients such as vitamin E, ß-carotene (a form of vitamin 
A), and vitamin C have antioxidant properties which may alter carcinogenesis.  Also, 
soybeans influence sterol metabolism that could reduce the risk for breast cancer.  There 
are also some dietary components that may influence the rate that materials pass through 
the gastrointestinal tract.  This action reduces the transit time of contact between the 
surface epithelium and certain intraluminal chemicals and therefore decreases the risk of 
colon cancer.  Investigators have shifted the course from targeting specific nutrients to 
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looking at individual foods.  Though certain nutrients have shown to be active agents, 
foods are literally comprised of hundreds of chemicals that might have protective 
properties which either promote or prevent cancer.   
Despite the clear evidence that vegetarians have a lower risk of cancer than non-
vegetarians due to their diet, other lifestyle attributes are the active principles in 
vegetarianism that may reduce the risk of cancer.  For instance, vegetarians tend to be 
less obese, exercise more regularly, drink less coffee, and eat more fruits, legumes, and 
vegetarian protein products than non-vegetarians (Loma Linda University, 2013). 
 Another remarkable finding of the AHS-I was the relationship between nuts and 
whole wheat bread to the reduced risk of coronary heart disease (CHD).  Individuals who 
ate nuts five or more times a week had a 52% lower risk of nonfatal myocardial infarction 
and a 62% lower risk of fatal CHD compared to those individuals who consume nuts less 
than once a week.  Several mechanisms for this finding have been suggested.  For 
example, nuts contain a number of compounds that are cardio protective such as the high 
poly- and mono-unsaturated fat content that lowers blood cholesterol, the high vitamin E 
content that acts as a powerful antioxidant, and the high arginine content, which is an 
amino acid precursor of nitric oxide that relaxes the arterial wall.  All of these three 
mechanisms tend to reduce the development of atherosclerosis.  This study also revealed 
that the risk of fatal heart disease was significantly related to beef intake, particularly in 
men (Loma Linda University, 2013). 
Altogether, this study revealed that vegetarians had a lower risk of cancer, heart 
disease, obesity, hypertension, diabetes and death from all causes.  Further, Adventist 
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men live 7.3 years longer and Adventist women live 4.4 years longer than other 
Californians (Loma Linda University, 2013).  
 
Adventist Health Study-2: 2002- 
The new Adventist Health Study-2 (AHS-2) is one of the largest and most 
comprehensive health research studies of diet and cancer in the world comprised of 
96,000 SDAs in the U.S. and Canada that began in 2002 and continues through to the 
time of the writing of this thesis (2013).  It is also one of the largest dietary studies of 
black/African Americans with 26,000 participants and will help answer why this group 
has a disproportionate amount of cancers and heart disease (Fraser & Shavlik, 1997, 
2001; Loma Linda University, 2013).  The main goals of this study are to evaluate the 
effects of soy, calcium, dairy foods, and omega-3 linolenic acid intake on risks of 
colorectal, breast and prostate cancers.  However, the comparisons of this large-scale 
study are internal, for example, between Adventist vegetarians and Adventist non-
vegetarians.  This study will also help answer why Black/African Americans have a 
disproportionate amount of cancers and heart disease.  About 65.3% of the study 
participants are White non-Hispanics and 26.9% are Black/African Americans, and only 
about 7.8% include participants of other ethnic minorities (Loma Linda University, 
2013).   
Preliminary results of this study show a progressive weight increase from a total 
vegetarian diet toward a non-vegetarian diet.  Also, vegetarians have lower levels of 
cholesterol, diabetes, high blood pressure, and the metabolic syndrome.  Moreover, a 
high consumption of cooked green vegetables, brown rice, legumes and dried fruit was 
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associated with a decreased risk of colon polyps, which is a precursor to colon cancer 












This was a cross-sectional descriptive study assessing the lifestyle, quality of life, 
and prevalence of vegetarianism in SDA Hispanics.  This research study was approved 
by the Institutional Review Board (IRB) of Andrews University. 
 
Sample Population 
An anonymous survey was used and distributed in person to a convenience 
sample of 150 participants 18 years or older in the following Hispanic SDA churches: 
Berrien Springs Spanish SDA Church, Berrien Springs, Michigan; Grand Rapids 
Maranatha Spanish SDA Church, Grand Rapids, Michigan; Chicago Logan Square 
Hispanic SDA Church, Chicago, Illinois; and Indianapolis Hispanic SDA Church, 
Indianapolis, Indiana.  
 
Instrumentation 
This survey was developed in an English and Spanish version and was divided 
into five sections: demographics, eating habits, physical activity habits, quality of life 





Information about demographic characteristics such as age, gender, height, 
weight, and marital status was collected in the survey.  Participants were also asked to 
indicate the highest level of education that they completed by selecting a category from a 
list of nine, starting from “never went to school” to “Post-doctorate degree.”  This section 
also included questions regarding the presence of specific medical conditions and if they 
have health insurance coverage. 
 
Eating Habits 
The participants’ eating habits were assessed by asking questions regarding how 
often they eat during the day and what type of eating pattern they follow.  The categories 
of eating patterns included non-vegetarian (i.e., omnivore), lacto-ovo vegetarian, lacto-
vegetarian, ovo-vegetarian, pesco-vegetarian, vegan, and raw food diet.  If they selected 
one of the vegetarian categories, they were asked how long they had followed that 
particular eating pattern and the reason (s) for becoming vegetarian such as: animal 
welfare, environmental concerns, food-safety concerns, health concerns, natural 
approaches to wellness, religion, weight loss or maintenance, or other.                     
 
Physical Activity  
Physical activity was ascertained using three questions about the usual exercise 
habits of the participants and developed for the purpose of the study without previous 
psychometric validation.  The questionnaire measured the frequency the individual 
engages in aerobic, strength, and flexibility exercises per week.  Each score was then 
converted into metabolic equivalents (METS): aerobic exercise x 7, strength training x 6, 
31 
 
and flexibility exercise x 2.5 and summed up to provide the Total Energy Expenditure 
(TEE) in METS/week (Ainsworth et al., 2000).  
 
Quality of Life 
To assess the QoL of the SDA Hispanic population, a validated QoL 
questionnaire short-form comprised with 36 questions (SF-36) version 2 (v2) was used to 
compare health outcomes among groups, screen individuals for a variety of health 
concerns, and monitor health outcomes over time (Ware, 2000; Ware, Kosinski, & 
Gandek, 2000; Ware, Kosinski, & Dewey, 2000).  These 36 questions eventually made 
two components: physical and mental.  The QoL questionnaire had eight different scales 
or domains: physical functioning, role-physical, bodily pain, general health, vitality, 
social functioning, role-emotional, and mental health.  The physical functioning scale 
includes physical activities such as bending, kneeling, lifting, climbing, walking, bathing, 
or dressing.  The role-physical scale includes the performance of work or other daily 
activities as a result of physical health.  The bodily pain scale measures the presence, 
extent, and intensity of bodily pain.  The general health scale evaluates personal health in 
general including the presence or absence of illness.  The vitality scale measures the force 
or energy level of an individual.  The social functioning scale evaluates the performance 
of social activities with or without interference due to physical or emotional problems.  
The role-emotional scale includes the performance of work or other daily activities as a 
result of the emotional status.  The mental health scale evaluates the state of mind of the 




Food Frequency Questionnaire 
A detailed online FFQ was also used to collect data about the consumption of 
foods such as fruits, vegetables, nuts, soy foods, meat, dairy, and other food items.  To 
accurately assess the frequency of the food item consumption, responses included “never 
or rarely,” “1 to 3 times/month,” “once/week,” “2 to 4 times/week,” “5 to 6 times/week,” 
“once/day,” or “2 or more/day.”  The FFQ was used to confirm or verify the eating 
patterns stated by the participants and to assess their healthy or unhealthy diet habits.   
 
Statistical Analysis 
The data were analyzed using the Statistical Package for the Social Sciences 
(SPSS) version 18.0, SPSS, Inc., Chicago, Illinois, for descriptive statistics.  Means and 
standard deviations of the measurements were calculated.  t-test and Analysis of Variance 
(ANOVA) were used to compare differences between groups.  The p values less than or 
equal to 0.05 on two-sided tests were considered statistically significant. 
 
Data Collection 
Participants were recruited through contact in their respective churches by the 
administration and with the pastor’s consent.  SDA members became aware of the 
purpose of the study in the announcement session or after a nutrition lecture.  An 
informed consent form along with the survey questionnaire was distributed to the 











RESULTS AND DISCUSSION 
 
Results 
Table 1 shows the distribution of gender in the study population of SDA 
Hispanics.  The percentage of SDA Hispanics who were male was 44.0%.  The 
percentage of SDA Hispanics who were female was 56%.  (All tables and figures are 
presented at the end of this chapter.) 
Table 2 shows the distribution of SDA Hispanic participants by churches.  The 
percentage of SDA Hispanic participants who were from the Berrien Springs Spanish 
SDA Church was 42%.  The percentage of SDA Hispanic participants who were from the 
Indianapolis Hispanic SDA Church was 26.7%.  The percentage of SDA Hispanic 
participants who were from the Chicago Logan Square Hispanic SDA Church was 
20.0%.  The percentage of SDA Hispanic participants who were from the Grand Rapids 
Maranatha Spanish SDA Church was 11.3%.   
Table 3 shows selective descriptive characteristics of the SDA Hispanic 
participants.  The average age of SDA Hispanic participants was 43.7±13.7 years. The 
average BMI of SDA Hispanic participants was 27.1±4.7.  The average TEE of SDA 
Hispanic participants was 21.7±19.5 METS/week.  The average sleep hours of SDA 
Hispanic participants was 6.9±1.2.  
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Table 4 shows the selective characteristics of the SDA Hispanic participants by 
gender. The average age of SDA Hispanic participants for males was 44.0±13.8 years. 
The average BMI of SDA Hispanic participants for males was 27.0±4.3.  The average 
TEE of SDA Hispanic participants for males was 25.7±22.7 METS/week.  The average 
sleep hours of SDA Hispanic participants for males was 6.9±1.1. The average age of 
SDA Hispanic participants for females was 43.4±13.7 years. The average BMI of SDA 
Hispanic participants for females was 27.3±5.1.  The average TEE of SDA Hispanic 
participants for females was 18.5±16.0 METS/week.  The average sleep hours of SDA 
Hispanic participants for females was 6.9±1.2. 
Table 5 shows the selective characteristics of the SDA Hispanic participants by 
eating patterns.  The average age of SDA Hispanic participants for vegans was 53.1±15.2 
years. The average BMI of SDA Hispanic participants for vegans was 24.1±2.5.  The 
average TEE of SDA Hispanic participants for vegans was 30.4±24.1 METS/week.  The 
average sleep hours of SDA Hispanic participants for vegans was 7.2±0.5.  The average 
age of SDA Hispanic participants for lacto-ovo vegetarians was 41.7±8.3 years. The 
average BMI of SDA Hispanic participants for lacto-ovo vegetarians was 26.6±4.3.  The 
average TEE of SDA Hispanic participants for lacto-ovo vegetarians was 20.9±19.1 
METS/week.  The average sleep hours of SDA Hispanic participants for lacto-ovo 
vegetarians was 6.6±1.1.  The average age of SDA Hispanic participants for pesco-
vegetarians was 46.2±13.6 years. The average BMI of SDA Hispanic participants for 
pesco-vegetarians was 27.0±5.7.  The average TEE of SDA Hispanic participants for 
pesco-vegetarians was 18.2±17.7 METS/week.  The average sleep hours of SDA 
Hispanic participants for pesco-vegetarians was 7.0±0.7. The average age of SDA 
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Hispanic participants for omnivores was 41.7±14.1 years. The average BMI of SDA 
Hispanic participants for omnivores was 28.1±4.7.  The average TEE of SDA Hispanic 
participants for omnivores was 20.9±18.7 METS/week.  The average sleep hours of SDA 
Hispanic participants for omnivores was 6.9±1.4.   
Table 6 shows selective chronic diseases by the SDA Hispanic participants.  The 
percentage of SDA Hispanics who reported having diabetes was 6.0%.  The percentage 
of SDA Hispanics who reported having high blood pressure was 12.7%.  The percentage 
of SDA Hispanics who reported having high blood cholesterol was 15.3%.  The 
percentage of SDA Hispanics who reported having heart disease was 2.7%.   
Table 7 shows selective chronic diseases by the SDA Hispanic participants by 
eating patterns.  The percentage of SDA Hispanic vegans who reported having diabetes 
was 0.0%.  The percentage of SDA Hispanic vegans who reported having high blood 
pressure was 5.6%.  The percentage of SDA Hispanic vegans who reported having high 
blood cholesterol was 5.6%.  The percentage of SDA Hispanic vegans who reported 
having heart disease was 0.0%.  The percentage of SDA Hispanic lacto-ovo vegetarians 
who reported having diabetes was 3.6%.  The percentage of SDA Hispanic lacto-ovo 
vegetarians who reported having high blood pressure was 0.0%.  The percentage of SDA 
Hispanic lacto-ovo vegetarians who reported having high blood cholesterol was 7.1%.  
The percentage of SDA Hispanic lacto-ovo vegetarians who reported having heart 
disease was 0.0%.  The percentage of SDA Hispanic pesco-vegetarians who reported 
having diabetes was 5.0%.  The percentage of SDA Hispanic pesco-vegetarians who 
reported having high blood pressure was 30.0%.  The percentage of SDA Hispanic pesco-
vegetarians who reported having high blood cholesterol was 25.0%.  The percentage of 
36 
 
SDA Hispanic pesco-vegetarians who reported having heart disease was 5.0%.  The 
percentage of SDA Hispanic omnivores who reported having diabetes was 8.3%.  The 
percentage of SDA Hispanic omnivores who reported having high blood pressure was 
14.3%.  The percentage of SDA Hispanic omnivores who reported having high blood 
cholesterol was 17.9%.  The percentage of SDA Hispanic omnivores who reported 
having heart disease was 3.6%.   
Table 8 shows the distribution of BMI of the SDA Hispanic Participants by 
classification.  The percentage of SDA Hispanic participants with obesity-grade III was 
0.7%.  The percentage of SDA Hispanic participants with obesity-grade II was 6.7%.  
The percentage of SDA Hispanic participants with obesity-grade I was 12.0%.  The 
percentage of SDA Hispanic participants who were overweight was 31.3%.  The 
percentage of SDA Hispanic participants with normal weight was 32.7%.  
Table 9 shows the TEE of the SDA Hispanic participants.  The percentage of 
SDA Hispanic participants with low TEE was 24.7%.  The percentage of SDA Hispanic 
participants with medium TEE was 33.3%.  The percentage of SDA Hispanic participants 
with high TEE was 42.0%.  
Table 10 shows the distribution of eating patterns that were verified by the FFQ of 
the SDA Hispanic participants.  The percentage of SDA Hispanic participants who were 
vegans was 12.0%.  The percentage of SDA Hispanic participants who were lacto-ovo 
vegetarians was 18.7%.  The percentage of SDA Hispanic participants who were pesco-
vegetarians was 13.3%.  The percentage of SDA Hispanic participants who were 
omnivores was 56.0%.  
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Table 11 shows the distribution of eating patterns that were verified by the FFQ in 
the SDA churches.  The percentage of the Berrien Springs Spanish SDA Church 
respondents who were vegans was 9.5%.  The percentage of the Indianapolis Hispanic 
SDA Church respondents who were vegans was 12.5%.  The percentage of the Chicago 
Logan Square Hispanic SDA Church respondents who were vegans was 3.3%.  The 
percentage of the Grand Rapids Maranatha Spanish SDA Church respondents who were 
vegans was 35.5%.  The percentage of the Berrien Springs Spanish SDA Church 
respondents who were lacto-ovo vegetarians was 28.6%.  The percentage of the 
Indianapolis Hispanic SDA Church respondents who were lacto-ovo vegetarians was 
20.0%.  The percentage of the Chicago Logan Square Hispanic SDA Church respondents 
who were lacto-ovo vegetarians was 0.0%.  The percentage of the Grand Rapids 
Maranatha Spanish SDA Church respondents who were lacto-ovo vegetarians was 
11.8%.  The percentage of the Berrien Springs Spanish SDA Church respondents who 
were pesco-vegetarians was 19.0%.  The percentage of the Indianapolis Hispanic SDA 
Church respondents who were pesco-vegetarians was 10.0%.  The percentage of the 
Chicago Logan Square Hispanic SDA Church respondents who were pesco-vegetarians 
was 10.0%.  The percentage of the Grand Rapids Maranatha Spanish SDA Church 
respondents who were pesco-vegetarians was 5.9%.  The percentage of the Berrien 
Springs Spanish SDA Church respondents who were omnivores was 42.9%.  The 
percentage of the Indianapolis Hispanic SDA Church respondents who were omnivores 
was 57.5%.  The percentage of the Chicago Logan Square Hispanic SDA Church 
respondents who were omnivores was 86.7%.  The percentage of the Grand Rapids 
Maranatha Spanish SDA Church respondents who were omnivores was 47.1%.  
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Table 12 shows the distribution of beef consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming beef was 100%, who reported consuming beef one to 
three times per month was 0.0%, who reported consuming beef once a week was 0.0%, 
who reported consuming beef 2-4 times a week was 0.0%, who reported consuming beef 
5-6 times a week was 0.0%, who reported consuming beef once per day was 0.0%, and 
those who reported consuming beef two or more per day was 0.0%.  The percentage of 
SDA Hispanic omnivores who reported never consuming beef was 52.9%, who reported 
consuming beef one to three times per month was 20.2%, who reported consuming beef 
once a week was 11.5%, who reported consuming beef 2-4 times a week was 10.6%, who 
reported consuming beef 5-6 times a week was 1.0%, who reported consuming beef once 
per day was 2.9%, and those who reported consuming beef two or more per day was 
1.0%.  The percentage of participants consuming beef was significantly different between 
the SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-Square=32.1, df=6, 
p=0.000). 
Table 13 shows the distribution of chicken consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming chicken was 100%, who reported consuming chicken one 
to three times per month was 0.0%, who reported consuming chicken once a week was 
0.0%, who reported consuming chicken 2-4 times a week was 0.0%, who reported 
consuming chicken 5-6 times a week was 0.0%, who reported consuming chicken once 
per day was 0.0%, and those who reported consuming chicken two or more times per day 
was 0.0%.  The percentage of SDA Hispanic omnivores who reported never consuming 
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chicken was 22.1%, who reported consuming chicken one to three times per month was 
22.1%, who reported consuming chicken once a week was 21.2%, who reported 
consuming chicken 2-4 times a week was 25.0%, who reported consuming chicken 5-6 
times a week was 5.8%, who reported consuming chicken once per day was 1.0%, and 
those who reported consuming chicken two or more times per day was 2.9%.  The 
percentage of participants consuming chicken was significantly different between the 
SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-Square=77.8, df=6, 
p=0.000).  
Table 14 shows the distribution of lamb consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming lamb was 100%, who reported consuming lamb one to 
three times per month was 0.0%, who reported consuming lamb once a week was 0.0%, 
who reported consuming lamb 2-4 times a week was 0.0%, who reported consuming 
lamb 5-6 times a week was 0.0%, who reported consuming lamb once per day was 0.0%, 
and those who reported consuming lamb two or more times per day was 0.0%.  The 
percentage of SDA Hispanic omnivores who reported never consuming lamb was 74.0%, 
who reported consuming lamb one to three times per month was 10.6%, who reported 
consuming lamb once a week was 7.7%, who reported consuming lamb 2-4 times a week 
was 4.8%, who reported consuming lamb 5-6 times a week was 1.9%, who reported 
consuming lamb once per day was 0.0%, and those who reported consuming lamb two or 
more times per day was 1.0%.  The percentage of participants consuming lamb was 
significantly different between the SDA Hispanic vegetarians and the SDA Hispanic 
omnivores (Chi-Square=14.5, df=5, p=0.012). 
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Table 15 shows the distribution of fish consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming fish was 100%, who reported consuming fish one to three 
times per month was 0.0%, who reported consuming fish once a week was 0.0%, who 
reported consuming fish 2-4 times a week was 0.0%, who reported consuming fish 5-6 
times a week was 0.0%, who reported consuming fish once per day was 0.0%, and those 
who reported consuming fish two or more times per day was 0.0%.  The percentage of 
SDA Hispanic omnivores who reported never consuming fish was 20.2%, who reported 
consuming fish one to three times per month was 47.1%, who reported consuming fish 
once a week was 22.1%, who reported consuming fish 2-4 times a week was 8.7%, who 
reported consuming fish 5-6 times a week was 1.0%, who reported consuming fish once 
per day was 0.0%, and those who reported consuming fish two or more times per day was 
1.0%.  The percentage of participants consuming fish was significantly different between 
the SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-Square=82.1, df=5, 
p=0.000). 
Table 16 shows the distribution of cheese consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming cheese was 60.9%, who reported consuming cheese one 
to three times per month was 15.2%, who reported consuming cheese once a week was 
10.9%, who reported consuming cheese 2-4 times a week was 4.3%, who reported 
consuming cheese 5-6 times a week was 2.2%, who reported consuming cheese once per 
day was 4.3%, and those who reported consuming cheese two or more times per day was 
2.2%.  The percentage of SDA Hispanic omnivores who reported never consuming 
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cheese was 23.1%, who reported consuming cheese one to three times per month was 
20.2%, who reported consuming cheese once a week was 21.2%, who reported 
consuming cheese 2-4 times a week was 25.0%, who reported consuming cheese 5-6 
times a week was 6.7%, who reported consuming cheese once per day was 2.9%, and 
those who reported consuming cheese two or more times per day was 1.0%.  The 
percentage of participants consuming cheese was significantly different between the SDA 
Hispanic vegetarians and the SDA Hispanic omnivores (Chi-Square=24.5, df=6, 
p=0.000). 
Table 17 shows the distribution of eggs consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming eggs was 50.0%, who reported consuming eggs one to 
three times per month was 21.7%, who reported consuming eggs once a week was 13.0%, 
who reported consuming eggs 2-4 times a week was 10.9%, who reported consuming 
eggs 5-6 times a week was 2.2%, who reported consuming eggs once per day was 2.2%, 
and those who reported consuming eggs two or more times per day was 0.0%.  The 
percentage of SDA Hispanic omnivores who reported never consuming eggs was 16.3%, 
who reported consuming eggs one to three times per month was 19.2%, who reported 
consuming eggs once a week was 30.8%, who reported consuming eggs 2-4 times a week 
was 26.9%, who reported consuming eggs 5-6 times a week was 5.8%, who reported 
consuming eggs once per day was 0.0%, and those who reported consuming eggs two or 
more times per day was 1.0%.  The percentage of participants consuming eggs was 
significantly different between the SDA Hispanic vegetarians and the SDA Hispanic 
omnivores (Chi-Square=24.9, df=6, p=0.000). 
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Table 18 shows the distribution of French fries consumption among SDA 
Hispanic participants in vegetarians and omnivores. The percentage of SDA Hispanic 
vegetarians who reported never consuming French fries was 79.5%, who reported 
consuming French fries one to three times per month was 11.4%, who reported 
consuming French fries once a week was 9.1%, who reported consuming French fries 2-4 
times a week was 0.0%, who reported consuming French fries 5-6 times a week was 
0.0%, who reported consuming French fries once per day was 0.0%, and those who 
reported consuming French fries two or more times per day was 0.0%.  The percentage of 
SDA Hispanic omnivores who reported never consuming French fries was 49.5%, who 
reported consuming French fries one to three times per month was 32.0%, who reported 
consuming French fries once a week was 12.6%, who reported consuming French fries 2-
4 times a week was 5.8%, who reported consuming French fries 5-6 times a week was 
0.0%, who reported consuming French fries once per day was 0.0%, and those who 
reported consuming French fries two or more times per day was 0.0%.  The percentage of 
participants consuming French fries was significantly different between the SDA 
Hispanic vegetarians and the SDA Hispanic omnivores (Chi-Square=12.7, df=3, 
p=0.005). 
Table 19 shows the distribution of fast-foods consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming fast foods was 93.2%, who reported consuming fast foods 
one to three times per month was 4.5%, who reported consuming fast foods once a week 
was 0.0%, who reported consuming fast foods 2-4 times a week was 2.3%, who reported 
consuming fast foods 5-6 times a week was 0.0%, who reported consuming fast foods 
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once per day was 0.0%, and those who reported consuming fast foods two or more times 
per day was 0.0%.  The percentage of SDA Hispanic omnivores who reported never 
consuming fast foods was 59.2%, who reported consuming fast foods one to three times 
per month was 24.3%, who reported consuming fast foods once a week was 9.7%, who 
reported consuming fast foods 2-4 times a week was 4.9%, who reported consuming fast 
foods 5-6 times a week was 1.9%, who reported consuming fast foods once per day was 
0.0%, and those who reported consuming fast foods two or more times per day was 0.0%.  
The percentage of participants consuming fast foods was significantly different between 
the SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-Square=17.2, df=4, 
p=0.002). 
Table 20 shows the distribution of legumes consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming legumes was 2.3%, who reported consuming legumes one 
to three times per month was 0.0%, who reported consuming legumes once a week was 
0.0%, who reported consuming legumes 2-4 times a week was 31.8%, who reported 
consuming legumes 5-6 times a week was 22.7%, who reported consuming legumes once 
per day was 29.5%, and those who reported consuming legumes two or more times per 
day was 13.6%.  The percentage of SDA Hispanic omnivores who reported never 
consuming legumes was 2.9%, who reported consuming legumes one to three times per 
month was 5.8%, who reported consuming legumes once a week was 12.6%, who 
reported consuming legumes 2-4 times a week was 43.7%, who reported consuming 
legumes 5-6 times a week was 14.6%, who reported consuming legumes once per day 
was 15.5%, and those who reported consuming legumes two or more times per day was 
44 
 
4.9%.  The percentage of participants consuming legumes was significantly different 
between the SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-
Square=16.7, df=6, p=0.010). 
Table 21 shows the distribution of fresh fruits consumption among SDA Hispanic 
participants in vegetarians and omnivores.  The percentage of SDA Hispanic vegetarians 
who reported never consuming fresh fruits was 0.0%, who reported consuming fresh 
fruits one to three times per month was 0.0%, who reported consuming fresh fruits once a 
week was 4.5%, who reported consuming fresh fruits 2-4 times a week was 6.8%, who 
reported consuming fresh fruits 5-6 times a week was 15.9%, who reported consuming 
fresh fruits once per day was 25.0%, and those who reported consuming fresh fruits two 
or more times per day was 47.7%.  The percentage of SDA Hispanic omnivores who 
reported never consuming fresh fruits was 2.9%, who reported consuming fresh fruits one 
to three times per month was 6.9%, who reported consuming fresh fruits once a week was 
6.9%, who reported consuming fresh fruits 2-4 times a week was 26.5%, who reported 
consuming fresh fruits 5-6 times a week was 16.7%, who reported consuming fresh fruits 
once per day was 18.6%, and those who reported consuming fresh fruits two or more 
times per day was 21.6%.  The percentage of participants consuming fresh fruits was 
significantly different between the SDA Hispanic vegetarians and the SDA Hispanic 
omnivores (Chi-Square=18.1, df=6, p=0.006). 
Table 22 shows the distribution of dried fruits consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming dried fruits was 9.1%, who reported consuming dried 
fruits one to three times per month was 15.9%, who reported consuming dried fruits once 
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a week was 15.9%, who reported consuming dried fruits 2-4 times a week was 13.6%, 
who reported consuming dried fruits 5-6 times a week was 15.9%, who reported 
consuming dried fruits once per day was 15.9%, and those who reported consuming dried 
fruits two or more times per day was 13.6%.  The percentage of SDA Hispanic 
omnivores who reported never consuming dried fruits was 27.2%, who reported 
consuming dried fruits one to three times per month was 24.3%, who reported consuming 
dried fruits once a week was 13.6%, who reported consuming dried fruits 2-4 times a 
week was 16.5%, who reported consuming dried fruits 5-6 times a week was 9.7%, who 
reported consuming dried fruits once per day was 5.8%, and those who reported 
consuming dried fruits two or more times per day was 2.9%.  The percentage of 
participants consuming dried fruits was significantly different between the SDA Hispanic 
vegetarians and the SDA Hispanic omnivores (Chi-Square=16.2, df=6, p=0.012). 
Table 23 shows the distribution of raw vegetables consumption among SDA 
Hispanic participants in vegetarians and omnivores. The percentage of SDA Hispanic 
vegetarians who reported never consuming raw vegetables was 0.0%, who reported 
consuming raw vegetables one to three times per month was 2.3%, who reported 
consuming raw vegetables once a week was 0.0%, who reported consuming raw 
vegetables 2-4 times a week was 29.5%, who reported consuming raw vegetables 5-6 
times a week was 13.6%, who reported consuming raw vegetables once per day was 
27.3%, and those who reported consuming raw vegetables two or more times per day was 
27.3%.  The percentage of SDA Hispanic omnivores who reported never consuming raw 
vegetables was 5.8%, who reported consuming raw vegetables one to three times per 
month was 13.6%, who reported consuming raw vegetables once a week was 12.6%, who 
46 
 
reported consuming raw vegetables 2-4 times a week was 27.2%, who reported 
consuming raw vegetables 5-6 times a week was 12.6%, who reported consuming raw 
vegetables once per day was 13.6%, and those who reported consuming raw vegetables 
two or more times per day was 14.6%.  The percentage of participants consuming raw 
vegetables was significantly different between the SDA Hispanic vegetarians and the 
SDA Hispanic omnivores (Chi-Square=18.0, df=6, p=0.006). 
Table 24 shows the distribution of whole-wheat bread consumption among SDA 
Hispanic participants in vegetarians and omnivores.  The percentage of SDA Hispanic 
vegetarians who reported never consuming whole-wheat bread was 2.3%, who reported 
consuming whole-wheat bread one to three times per month was 2.3%, who reported 
consuming whole-wheat bread once a week was 6.8%, who reported consuming whole-
wheat bread 2-4 times a week was 29.5%, who reported consuming whole-wheat bread 5-
6 times a week was 27.3%, who reported consuming whole-wheat bread once per day 
was 22.7%, and those who reported consuming whole-wheat bread two or more times per 
day was 9.1%.  The percentage of SDA Hispanic omnivores who reported never 
consuming whole-wheat bread was 12.6%, who reported consuming whole-wheat bread 
one to three times per month was 2.9%, who reported consuming whole-wheat bread 
once a week was 20.4%, who reported consuming whole-wheat bread 2-4 times a week 
was 31.1%, who reported consuming whole-wheat bread 5-6 times a week was 19.4%, 
who reported consuming whole-wheat bread once per day was 7.8%, and those who 
reported consuming whole-wheat bread two or more times per day was 5.8%.  The 
percentage of participants consuming whole-wheat bread was significantly different 
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between the SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-
Square=14.0, df=6, p=0.030). 
Table 25 shows the distribution of seeds consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming seeds was 4.5%, who reported consuming seeds one to 
three times per month was 15.9%, who reported consuming seeds once a week was 
11.4%, who reported consuming seeds 2-4 times a week was 29.5%, who reported 
consuming seeds 5-6 times a week was 15.9%, who reported consuming seeds once per 
day was 20.5%, and those who reported consuming seeds two or more times per day was 
2.3%.  The percentage of SDA Hispanic omnivores who reported never consuming seeds 
was 33.0%, who reported consuming seeds one to three times per month was 17.5%, who 
reported consuming seeds once a week was 15.5%, who reported consuming seeds 2-4 
times a week was 14.6%, who reported consuming seeds 5-6 times a week was 9.7%, 
who reported consuming seeds once per day was 5.8%, and those who reported 
consuming seeds two or more times per day was 3.9%.  The percentage of participants 
consuming seeds was significantly different between the SDA Hispanic vegetarians and 
the SDA Hispanic omnivores (Chi-Square=21.9, df=6, p=0.001). 
Table 26 shows the distribution of nuts consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming nuts was 2.3%, who reported consuming nuts one to three 
times per month was 15.9%, who reported consuming nuts once a week was 9.1%, who 
reported consuming nuts 2-4 times a week was 20.5%, who reported consuming nuts 5-6 
times a week was 25.0%, who reported consuming nuts once per day was 13.6%, and 
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those who reported consuming nuts two or more times per day was 13.6%.  The 
percentage of SDA Hispanic omnivores who reported never consuming nuts was 16.5%, 
who reported consuming nuts one to three times per month was 22.3%, who reported 
consuming nuts once a week was 21.4%, who reported consuming nuts 2-4 times a week 
was 11.7%, who reported consuming nuts 5-6 times a week was 9.7%, who reported 
consuming nuts once per day was 12.6%, and those who reported consuming nuts two or 
more times per day was 5.8%.  The percentage of participants consuming nuts was 
significantly different between the SDA Hispanic vegetarians and the SDA Hispanic 
omnivores (Chi-Square=17.3, df=6, p=0.008). 
Table 27 shows the distribution of caffeinated beverages consumption among 
SDA Hispanic participants in vegetarians and omnivores. The percentage of SDA 
Hispanic vegetarians who reported never consuming caffeinated beverages was 88.6%, 
who reported consuming caffeinated beverages one to three times per month was 4.5%, 
who reported consuming caffeinated beverages once a week was 0.0%, who reported 
consuming caffeinated beverages 2-4 times a week was 4.5%, who reported consuming 
caffeinated beverages 5-6 times a week was 2.3%, who reported consuming caffeinated 
beverages once per day was 0.0%, and those who reported consuming caffeinated 
beverages two or more times per day was 0.0%.  The percentage of SDA Hispanic 
omnivores who reported never consuming caffeinated beverages was 56.7%, who 
reported consuming caffeinated beverages one to three times per month was 14.4%, who 
reported consuming caffeinated beverages once a week was 3.8%, who reported 
consuming caffeinated beverages 2-4 times a week was 8.7%, who reported consuming 
caffeinated beverages 5-6 times a week was 4.8%, who reported consuming caffeinated 
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beverages once per day was 7.7%, and those who reported consuming caffeinated 
beverages two or more times per day was 3.8%.  The percentage of participants 
consuming caffeinated beverages was significantly different between the SDA Hispanic 
vegetarians and the SDA Hispanic omnivores (Chi-Square=15.3, df=6, p=0.018). 
Table 28 shows the distribution of tofu consumption among SDA Hispanic 
participants in vegetarians and omnivores. The percentage of SDA Hispanic vegetarians 
who reported never consuming tofu was 20.5%, who reported consuming tofu one to 
three times per month was 27.3%, who reported consuming tofu once a week was 27.3%, 
who reported consuming tofu 2-4 times a week was 15.9%, who reported consuming tofu 
5-6 times a week was 6.8%, who reported consuming tofu once per day was 2.3%, and 
those who reported consuming tofu two or more times per day was 0.0%.  The percentage 
of SDA Hispanic omnivores who reported never consuming tofu was 66.3%, who 
reported consuming tofu one to three times per month was 22.1%, who reported 
consuming tofu once a week was 5.8%, who reported consuming tofu 2-4 times a week 
was 4.8%, who reported consuming tofu 5-6 times a week was 1.0%, who reported 
consuming tofu once per day was 0.0%, and those who reported consuming tofu two or 
more times per day was 0.0%.  The percentage of participants consuming tofu was 
significantly different between the SDA Hispanic vegetarians and the SDA Hispanic 
omnivores (Chi-Square=35.4, df=5, p=0.000). 
Table 29 shows the distribution of homemade soymilk consumption among SDA 
Hispanic participants in vegetarians and omnivores. The percentage of SDA Hispanic 
vegetarians who reported never consuming homemade soymilk was 38.6%, who reported 
consuming homemade soymilk one to three times per month was 9.1%, who reported 
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consuming homemade soymilk once a week was 9.1%, who reported consuming 
homemade soymilk 2-4 times a week was 11.4%, who reported consuming homemade 
soymilk 5-6 times a week was 11.4%, who reported consuming homemade soymilk once 
per day was 13.6%, and those who reported consuming homemade soymilk two or more 
times per day was 6.8%.  The percentage of SDA Hispanic omnivores who reported 
never consuming homemade soymilk was 60.6%, who reported consuming homemade 
soymilk one to three times per month was 13.5%, who reported consuming homemade 
soymilk once a week was 9.6%, who reported consuming homemade soymilk 2-4 times a 
week was 5.8%, who reported consuming homemade soymilk 5-6 times a week was 
1.9%, who reported consuming homemade soymilk once per day was 5.8%, and those 
who reported consuming homemade soymilk two or more times per day was 2.9%.  The 
percentage of participants consuming homemade soymilk was significantly different 
between the SDA Hispanic vegetarians and the SDA Hispanic omnivores (Chi-
Square=13.9, df=6, p=0.031). 
Table 30 shows the gender differences in the various scales, physical health and 
mental health summaries.  The mean for males in the physical health summary was 
47.9±6.4 and for females was 47.0±6.7 (p=0.426).  The mean for males in the mental 
health summary was 53.6±9.5 and for females was 50.5±10.0 (p=0.061).  The mean for 
males in the physical functioning scale was 50.9±10.4 and for females was 50.7±9.0   
(p=0.873).  The mean for males in the role-physical scale was 51.6±7.7 and for females 
was 50.0±8.1 (p=0.239).  The mean for males in the bodily pain scale was 38.1±2.1 and 
for females was 37.9±2.0 (p=0.510).  The mean for males in the general health scale was 
52.9±9.3 and for females was 49.2±11.1 (p=0.035).  The mean for males in the vitality 
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scale was 58.0±8.4 and for females was 54.1±9.0 (p=0.009).  The mean for males in the 
social functioning scale was 49.9±8.3 and for females was 49.4±9.1 (p=0.733).  The 
mean for males in the role-emotional scale was 49.6±9.6 and for females was 47.7±9.4       
(p=0.240).  The mean for males in the mental health scale was 52.6±9.8 and for females 
was 49.6±9.9 (p=0.073). 
Table 31 shows the differences between the SDA Hispanic vegetarians and 
omnivores in the various domains (scales), physical health and mental health summaries.  
The mean for vegetarians in the physical health summary was 49.0±5.06 and for 
omnivores was 46.7±7.06 (p=0.056).  The mean for vegetarians in the mental health 
summary was 54.7±7.9 and for omnivores was 50.6±10.4 (p=0.026).  The mean for 
vegetarians in the physical functioning scale was 53.6±8.2 and for omnivores was 
49.6±10.0 (p=0.019).  The mean for vegetarians in the role-physical scale was 53.1±6.0 
and for omnivores was 49.6±8.5 (p=0.013).  The mean for vegetarians in the bodily pain 
scale was 38.2±2.1 and for omnivores was 37.9±2.0 (p=0.438).  The mean for vegetarians 
in the general health scale was 53.4±10.1 and for omnivores was 49.7±10.5 (p=0.052).  
The mean for vegetarians in the vitality scale was 58.4±9.1 and for omnivores was 
54.8±8.6 (p=0.024).  The mean for vegetarians in the social functioning scale was 
51.9±6.6 and for omnivores was 48.7±9.4 (p=0.046).  The mean for vegetarians in the 
role-emotional scale was 51.0±8.4 and for omnivores was 47.4±9.8 (p=0.035).  The mean 
for vegetarians in the mental health scale was 53.6±8.5 and for omnivores was 49.8±10.3 
(p=0.033). 
Figure 1 shows the comparison of SDA Hispanics to the general U.S. population 
for the physical health summary by decades of age.  Significant differences were 
52 
 
observed for the following age groups: 18-24 years old (mean U.S. norms 53.5±7.1, mean 
SDA Hispanics 46.9±5.5, p=0.008); 25-34 years old (mean U.S. norms 53.5±7.2, mean 
SDA Hispanics 48.5±5.3, p=0.000) and 35-44 years old (mean U.S. norms 52.2±8.1, 
mean SDA Hispanics 47.9±5.8, p=0.000).  Non-significant differences were observed in 
the following age groups: 45-54 years old, 55-64 years old, and 65-74 years old. 
Figure 2 shows the comparison of SDA Hispanics to the general U.S. population 
for the mental health summary by decades of age.  A significant difference was observed 
only in the following age group: 18-24 years old (mean U.S. norms 46.1±10.4, mean 
SDA Hispanics 54.0±8.1, p=0.020).  Non-significant differences were observed in the 
following age groups: 25-34 years old, 35-44 years old, 45-54 years old, 55-64 years old, 
and 65-74 years old. 
Figure 3 shows the comparison of SDA Hispanics to the general U.S. population 
for the physical functioning scale by decades of age.  A significant difference was 
observed only in the following age group: 45-54 years old (mean U.S. norms 49.9±9.4, 
mean SDA Hispanics 54.4±3.2, p=0.000).  Non-significant differences were observed in 
the following age groups: 18-24 years old, 25-34 years old, 35-44 years old, 55-64 years 
old, and 65-74 years old. 
Figure 4 shows the comparison of SDA Hispanics to the general U.S. population 
for the role-physical scale by decades of age.  Significant difference was observed only in 
the following age group: 55-64 years old (mean U.S. norms 48.3±10.9, mean SDA 
Hispanics 51.9±7.3, p=0.046).  Non-significant differences were observed in the 
following age groups: 18-24 years old, 25-34 years old, 35-44 years old, 45-54 years old 
and 65-74 years old. 
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Figure 5 shows the comparison of SDA Hispanics to the general U.S. population 
for the bodily pain scale by decades of age.  A significant differences were observed for 
all the age groups: 18-24 years old (mean U.S. norms 51.8±8.4, mean SDA Hispanics 
39.1±2.1, p=0.000); 25-34 years old (mean U.S. norms 52.3±9.1, mean SDA Hispanics 
38.2±2.1, p=0.000) and 35-44 years old (mean U.S. norms 50.7±9.3, mean SDA 
Hispanics 38.0±2.1, p=0.000); 45-54 years old (mean U.S. norms 49.2±10.0, mean SDA 
Hispanics 37.5±1.9, p=0.000), 55-64 years old (mean U.S. norms 48.4±10.8, mean SDA 
Hispanics 38.3±2.1, p=0.000) and 65-74 years old (mean U.S. norms 47.8±10.2, mean 
SDA Hispanics 37.6±2.0, p=0.000).  
Figure 6 shows the comparison of SDA Hispanics to the general U.S. population 
for the general health scale by decades of age.  A significant difference was observed 
only in the following age group: 55-64 years old (mean U.S. norms 49.0±10.7, mean 
SDA Hispanics 54.5±8.5, p=0.015).  Non-significant differences were observed in the 
following age groups: 18-24 years old, 25-34 years old, 35-44 years old, 45-54 years old, 
and 65-74 years old. 
Figure 7 shows the comparison of SDA Hispanics to the general U.S. population 
for the vitality scale by decades of age.  Significant differences were observed for the 
following age groups: 25-34 years old (mean U.S. norms 49.9±9.4, mean SDA Hispanics 
58.1±7.7, p=0.000), 35-44 years old (mean U.S. norms 49.8±9.8, mean SDA Hispanics 
55.2±8.8, p=0.000), 45-54 years old (mean U.S. norms 50.4±10.1, mean SDA Hispanics 
54.8±9.8, p=0.047) and 55-64 years old (mean U.S. norms 51.1±10.7, mean SDA 
Hispanics 59.8±7.0, p=0.000).  Non-significant differences were observed in the 
following age groups: 18-24 years old and 65-74 years old. 
54 
 
Figure 8 shows the comparison of SDA Hispanics to the general U.S. population 
for the social functioning scale by decades of age.  Non-significant differences were 
observed in all the age groups: 18-24 years old, 25-34 years old, 35-44 years old, 45-54 
years old, 55-64 years old, and 65-74 years old. 
Figure 9 shows the comparison of SDA Hispanics to the general U.S. population 
for the role-emotional scale by decades of age.  A significant difference was observed 
only in the following age group: 25-34 years old (mean U.S. norms 51.3±8.4, mean SDA 
Hispanics 46.6±10.4, p=0.049).  Non-significant differences were observed in the 
following age groups: 18-24 years old, 35-44 years old, 45-54 years old, 55-64 years old, 
and 65-74 years old. 
Figure 10 shows the comparison of SDA Hispanics to the general U.S. population 
for the mental health scale by decades of age.  Non-significant differences were observed 
in all the age groups: 18-24 years old, 25-34 years old, 35-44 years old, 45-54 years old, 
55-64 years old, and 65-74 years old. 
Figure 11 shows the comparison of the various scales, physical and mental 
component summaries for the SDA Hispanic vegetarians and omnivores.  Significant 
differences were observed in the mental component summary (p=0.026), the physical 
functioning (p=0.019), the role-physical (p=0.013), the vitality (p=0.024), the social 
functioning (p=0.046), the role emotional (p=0.035), and the mental health domains 
(p=0.033).  Non-significant differences were observed in the following; the physical 
component summary, the bodily pain, and the general health domains. 
Figure 12 shows the BMI and its classification of the SDA Hispanic participants 
by eating patterns.  The BMI for the different eating patterns was as follows:  the BMI 
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classification for vegans was normal at 24.1±2.5, the BMI classification for lacto-ovo 
vegetarians was overweight at 26.6±4.3, the BMI classification for pesco-vegetarians was 
overweight at 27.0±5.7, and the BMI classification for omnivores was overweight at 
28.1±4.7.  When the variance between BMI and eating patterns was analyzed using 
ANOVA, a significant difference was found (F3, 126=3.504, sig.=0.018).  Post-hoc 
comparison using LSD test indicated that the vegans (24.1±2.5) differ significantly from 
omnivores (28.1±4.7, p=0.008). There were no significant differences between the other 
eating pattern groups. 
 
Discussion 
This is a cross-sectional study that used a convenience sample from four SDA 
Hispanic churches from part of the Midwestern area.  Most of the Hispanics came from 
Mexico, Puerto Rico, and Dominican Republic countries.  The majority of the 
participants were female, which reflects the trend seen in the world SDA church 
demographics.  More than half of the participants carried health insurance, although it is 
still lower than the current national rate.  Most of the SDA Hispanics were omnivores or 
non-vegetarians, followed by lacto-ovo vegetarians, pesco-vegetarians, with the smallest 
group being vegan.  This shows that the eating patterns are not uniform across the SDA 
Hispanic sample population.  The main reason given for adopting a vegetarian lifestyle 
was health concerns.  Both genders from the sample population followed a similar 
pattern in terms of sleeping hours. 
Significant differences were found in demographics, eating patterns, physical 
activity habits, QoL, and in the FFQ.  SDA Hispanic males had lower BMI, higher TEE, 
and exercised more than SDA Hispanic females.  However, BMI was lowest in the vegan 
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group and highest in the omnivore group.  Moreover, vegans had the highest TEE and 
slept the most, on average, than the other groups.  The vegan and the lacto-ovo 
vegetarians had the lowest incidence of self-reported chronic diseases such as diabetes, 
high blood pressure, high blood cholesterol, and heart disease, demonstrating an overall 
association of vegetarian dietary patterns with lower incidence of chronic diseases 
compared with the non-vegetarian dietary pattern.  
Among the four SDA Hispanic churches, the church with the largest group of 
vegans was the Grand Rapids Maranatha Spanish SDA Church, and the church that  
followed mostly an omnivore diet was the Chicago Logan Square Hispanic SDA Church.  
For ease of comparison, this study combined the vegans, the lacto-ovo vegetarians, the 
lacto-vegetarians, and the ovo-vegetarians into one vegetarian group.  The pesco-
vegetarians and the omnivores or non-vegetarians were combined into one omnivore 
group as well.  The FFQ data show that the vegetarian group consumed significantly 
more legumes, fresh fruits, dried fruits, raw vegetables, whole-wheat bread, seeds, nuts, 
tofu, and homemade soy milk than did the omnivore group.  Conversely, omnivores 
consumed significantly more fast foods, French fries, eggs, cheese, and caffeinated 
beverages than did the vegetarian group.   
The present study indicates that SDA Hispanics reported significantly better 
vitality than national norms in most age groups and significantly better in the bodily pain 
scale in all age groups.  However, SDA Hispanics reported significantly worse in the PCS 
than national norms, though the PCS declined with age in both groups.  Males’ self-
reported scores were significantly better than the females in the vitality and the general 
health scales/domains.  However, when compared to the SDA Hispanic omnivores, SDA 
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Hispanic vegetarians reported significantly better in the MCS and in the physical 
functioning, role-physical, vitality, social functioning, role-emotional, and mental health 
scales/domains.  This might be because vegetarians follow a lifestyle that most probably 
leads to better QoL and lower risk of development of chronic diseases.   
Strengths of this study include the large number of participants consuming 
various vegetarian diets; the diverse nature of race and geographic and social status, 
enhancing generalizability; the low use of tobacco and alcohol, reducing the likelihood of 
confounding that is often present in other study groups; the participation from three 
states: Michigan, Indiana, and Illinois; the differences in church sizes, and the use of a 
validated survey instrument for the QoL section. 
 Weaknesses of this research include the use of a cross-sectional study design, 
incomplete and missing data, and the fact that the physical activity section was not 
















Distribution of Gender in the Study Population of SDA Hispanics  
 











Table 2  
 
Distribution of SDA Hispanic Participants by Churches 
 


















Selective Characteristics of the SDA Hispanic Participants 
 



















Selective Characteristics of the SDA Hispanic Participants by Gender 
 



















Selective Characteristics of the SDA Hispanic Participants by Eating Patterns 
 
Characteristics Mean (SD) 
Vegan Lacto-Ovo Pesco Omnivore 
Age (years) 
 
53.1±15.2 41.7±8.3 46.2±13.6 41.7±14.1 
BMI (kg/m2) 
 
24.1±2.5 26.6±4.3 27.0±5.7 28.1±4.7 
TEE (METS/week) 
 
30.4±24.1 20.9±19.1 18.2±17.7 20.9±18.7 
Sleep (hours/day) 
 

















Selective Chronic Diseases by the SDA Hispanic Participants 
 




High Blood Pressure 
 
12.7 (19) 












Selective Chronic Diseases of the SDA Hispanic Participants by Eating Patterns 
 
Chronic Disease Frequency % (n) 
Vegan Lacto-Ovo Pesco Omnivore 
Diabetes 
 
0.0 (0) 3.6 (1) 5.0 (1) 8.3 (7) 
High Blood Pressure 
 
5.6 (1) 0.0 (0) 30.0 (6) 14.3 (12) 
High Blood Cholesterol 
 
5.6 (1) 7.1 (2) 25.0 (5) 17.9 (15) 
Heart Disease 
 




















Body Mass Index (BMI) of the SDA Hispanic Participants 
 

















Note.  BMI classification from ADA Pocket Guide to Nutrition Assessment (pp. 144-145), 







Total Energy Expenditure (TEE) of the SDA Hispanic Participants 
 





















Distribution of Verified Eating Patterns by the SDA Hispanic Participants 
 



















Distribution of Verified Eating Patterns by SDA Churches 
 
Eating Patterns Frequency % (n) 
Berrien Springs Indianapolis Chicago Grand Rapids 
Vegan 
 
9.5 (6) 12.5 (5) 3.3 (1) 35.3 (6) 
Lacto-Ovo 
 
28.6 (18) 20.0 (8) 0.0 (0) 11.8 (2) 
Pesco 
 
19.0 (12) 10.0 (4) 10.0 (3) 5.9 (1) 
Omnivore 
 

















Table 12  
 
Distribution of Beef Consumption of SDA Hispanic Participants Between Vegetarian and 
Omnivores 
 
BEEF Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
100 (46) 52.9 (55) 
1-3/month 
 
0.0 (0) 20.2 (21) 
1/week 
 
0.0 (0) 11.5 (12) 
2-4/week 
 
0.0 (0) 10.6 (11) 
5-6/week 
 
0.0 (0) 1.0 (1) 
1/day 
 
0.0 (0) 2.9 (3) 
2+/day 
 
0.0 (0) 1.0 (1) 
 



























Distribution of Chicken Consumption of SDA Hispanic Participants Between Vegetarian 
and Omnivores 
 
CHICKEN Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
100 (46) 22.1 (23) 
1-3/month 
 
0.0 (0) 22.1 (23) 
1/week 
 
0.0 (0) 21.2 (22) 
2-4/week 
 
0.0 (0) 25.0 (26) 
5-6/week 
 
0.0 (0) 5.8 (6) 
1/day 
 
0.0 (0) 1.0 (1) 
2+/day 
 
0.0 (0) 2.9 (3) 
 





























Distribution of Lamb Consumption of SDA Hispanic Participants Between Vegetarian 
and Omnivores 
 
LAMB Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
100 (46) 74.0 (77) 
1-3/month 
 
0.0 (0) 10.6 (11) 
1/week 
 
0.0 (0) 7.7 (8) 
2-4/week 
 
0.0 (0) 4.8 (5) 
5-6/week 
 
0.0 (0) 1.9 (2) 
1/day 
 
0.0 (0) 0.0 (0) 
2+/day 
 
0.0 (0) 1.0 (1) 
 


















Distribution of Fish Consumption of SDA Hispanic Participants Between Vegetarian and 
Omnivores 
 
FISH Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
100 (46) 20.2 (21) 
1-3/month 
 
0.0 (0) 47.1 (49) 
1/week 
 
0.0 (0) 22.1 (23) 
2-4/week 
 
0.0 (0) 8.7 (9) 
5-6/week 
 
0.0 (0) 1.0 (1) 
1/day 
 
0.0 (0) 0.0 (0) 
2+/day 
 
0.0 (0) 1.0 (1) 
 




























Distribution of Cheese Consumption of SDA Hispanic Participants Between Vegetarian 
and Omnivores 
 
CHEESE Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
60.9 (28) 23.1 (24) 
1-3/month 
 
15.2 (7) 20.2 (21) 
1/week 
 
10.9 (5) 21.2 (22) 
2-4/week 
 
4.3 (2) 25.0 (26) 
5-6/week 
 
2.2 (1) 6.7 (7) 
1/day 
 
4.3 (2) 2.9 (3) 
2+/day 
 
2.2 (1) 1.0 (1) 
 


















Distribution of Eggs Consumption of SDA Hispanic Participants Between Vegetarian and 
Omnivores 
 
EGGS Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
50.0 (23) 16.3 (17) 
1-3/month 
 
21.7 (10) 19.2 (20) 
1/week 
 
13.0 (6) 30.8 (32) 
2-4/week 
 
10.9 (5) 26.9 (28) 
5-6/week 
 
2.2 (1) 5.8 (6) 
1/day 
 
2.2 (1) 0.0 (0) 
2+/day 
 
0.0 (0) 1.0 (1) 
 


















Distribution of French Fries Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
FRENCH FRIES Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
79.5 (35) 49.5 (51) 
1-3/month 
 
11.4 (5) 32.0 (33) 
1/week 
 
9.1 (4) 12.6 (13) 
2-4/week 
 
0.0 (0) 5.8 (6) 
5-6/week 
 
0.0 (0) 0.0 (0) 
1/day 
 
0.0 (0) 0.0 (0) 
2+/day 
 
0.0 (0) 0.0 (0) 
 


















Distribution of Fast Foods Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
FAST FOODS Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
93.2 (41) 59.2 (61) 
1-3/month 
 
4.5 (2) 24.3 (25) 
1/week 
 
0.0 (0) 9.7 (10) 
2-4/week 
 
2.3 (1) 4.9 (5) 
5-6/week 
 
0.0 (0) 1.9 (2) 
1/day 
 
0.0 (0) 0.0 (0) 
2+/day 
 
0.0 (0) 0.0 (0) 
 



















Distribution of Legumes Consumption of SDA Hispanic Participants Between Vegetarian 
and Omnivores 
 
LEGUMES Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
2.3 (1) 2.9 (3) 
1-3/month 
 
0.0 (0) 5.8 (6) 
1/week 
 
0.0 (0) 12.6 (13) 
2-4/week 
 
31.8 (14) 43.7 (45) 
5-6/week 
 
22.7 (10) 14.6 (15) 
1/day 
 
29.5 (13) 15.5 (16) 
2+/day 
 
13.6 (6) 4.9 (5) 
 



















Distribution of Fresh Fruit Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
FRESH FRUITS Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
0.0 (0) 2.9 (3) 
1-3/month 
 
0.0 (0) 6.9 (7) 
1/week 
 
4.5 (2) 6.9 (7) 
2-4/week 
 
6.8 (3) 26.5 (27) 
5-6/week 
 
15.9 (7) 16.7 (17) 
1/day 
 
25.0 (11) 18.6 (19) 
2+/day 
 
47.7 (21) 21.6 (22) 
 




























Distribution of Dried Fruit Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
DRIED FRUITS Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
9.1 (4) 27.2 (28) 
1-3/month 
 
15.9 (7) 24.3 (25) 
1/week 
 
15.9 (7) 13.6 (14) 
2-4/week 
 
13.6 (6) 16.5 (17) 
5-6/week 
 
15.9 (7) 9.7 (10) 
1/day 
 
15.9 (7) 5.8 (6) 
2+/day 
 
13.6 (6) 2.9 (3) 
 


















Distribution of Raw Vegetables Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
RAW VEGETABLES Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
0.0 (0) 5.8 (6) 
1-3/month 
 
2.3 (1) 13.6 (14) 
1/week 
 
0.0 (0) 12.6 (13) 
2-4/week 
 
29.5 (13) 27.2 (28) 
5-6/week 
 
13.6 (6) 12.6 (13) 
1/day 
 
27.3 (12) 13.6 (14) 
2+/day 
 
27.3 (12) 14.6 (15) 
 



















Distribution of Whole-Wheat Bread Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
WHOLE-WHEAT BREAD Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
2.3 (1) 12.6 (13) 
1-3/month 
 
2.3 (1) 2.9 (3) 
1/week 
 
6.8 (3) 20.4 (21) 
2-4/week 
 
29.5 (13) 31.1 (32) 
5-6/week 
 
27.3 (12) 19.4 (20) 
1/day 
 
22.7 (10) 7.8 (8) 
2+/day 
 
9.1 (4) 5.8 (6) 
 



























Distribution of Seeds Consumption of SDA Hispanic Participants Between Vegetarian 
and Omnivores 
 
SEEDS Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
4.5 (2) 33.0 (34) 
1-3/month 
 
15.9 (7) 17.5 (18) 
1/week 
 
11.4 (5) 15.5 (16) 
2-4/week 
 
29.5 (13) 14.6 (15) 
5-6/week 
 
15.9 (7) 9.7 (10) 
1/day 
 
20.5 (9) 5.8 (6) 
2+/day 
 
2.3 (1) 3.9 (4) 
 




























Distribution of Nuts Consumption of SDA Hispanic Participants Between Vegetarian and 
Omnivores 
 
NUTS Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
2.3 (1) 16.5 (17) 
1-3/month 
 
15.9 (7) 22.3 (23) 
1/week 
 
9.1 (4) 21.4 (22) 
2-4/week 
 
20.5 (9) 11.7 (12) 
5-6/week 
 
25.0 (11) 9.7 (10) 
1/day 
 
13.6 (6) 12.6 (13) 
2+/day 
 
13.6 (6) 5.8 (6) 
 






















Distribution of Caffeinated Beverages Consumption of SDA Hispanic Participants 




Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
88.6 (39) 56.7 (59) 
1-3/month 
 
4.5 (2) 14.4 (15) 
1/week 
 
0.0 (0) 3.8 (4) 
2-4/week 
 
4.5 (2) 8.7 (9) 
5-6/week 
 
2.3 (1) 4.8 (5) 
1/day 
 
0.0 (0) 7.7 (8) 
2+/day 
 
0.0 (0) 3.8 (4) 
 




























Distribution of Tofu Consumption of SDA Hispanic Participants Between Vegetarian and 
Omnivores 
 
TOFU Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
20.5 (9) 66.3 (69) 
1-3/month 
 
27.3 (12) 22.1 (23) 
1/week 
 
27.3 (12) 5.8 (6) 
2-4/week 
 
15.9 (7) 4.8 (5) 
5-6/week 
 
6.8 (3) 1.0 (1) 
1/day 
 
2.3 (1) 0.0 (0) 
2+/day 
 
0.0 (0) 0.0 (0) 
 






















Distribution of Homemade Soy Milk Consumption of SDA Hispanic Participants Between 
Vegetarian and Omnivores 
 
SOY MILK, HOMEMADE Frequency % (n) 
Vegetarian Omnivore 
Never or rarely 
 
38.6 (17) 60.6 (63) 
1-3/month 
 
9.1 (4) 13.5 (14) 
1/week 
 
9.1 (4) 9.6 (10) 
2-4/week 
 
11.4 (5) 5.8 (6) 
5-6/week 
 
11.4 (5) 1.9 (2) 
1/day 
 
13.6 (6) 5.8 (6) 
2+/day 
 
6.8 (3) 2.9 (3) 
 


















Gender Differences in the Various Scales, Physical and Mental Component Summaries 
 
Summary and Scale Mean (SD) p-value 
Male Female 
Physical Component Summary 
 
47.9±6.4 47.0±6.7 0.426 
Mental Component Summary 
 
53.6±9.5 50.5±10.0 0.061 
Physical Functioning Scale 
 
50.9±10.4 50.7±9.0 0.873 
Role-Physical Scale 
 
51.6±7.7 50.0±8.1 0.239 
Bodily Pain Scale 
 
38.1±2.1 37.9±2.0 0.510 
General Health Scale 
 
52.9±9.3 49.2±11.1 0.035* 
Vitality Scale 
 
58.0±8.4 54.1±9.0 0.009* 
Social Functioning Scale 
 
49.9±8.3 49.4±9.1 0.733 
Role-Emotional Scale 
 
49.6±9.6 47.7±9.4 0.240 
Mental Health Scale 
 
52.6±9.8 49.6±9.9 0.073 
 
















Differences Between SDA Hispanic Vegetarians and Omnivores in the Various Scales, 
Physical and Mental Component Summaries 
 
Summary and Scale Mean (SD) p-value 
Vegetarian Omnivore 
Physical Component Summary 
 
49.0±5.06 46.7±7.06 0.056 
Mental Component Summary 
 
54.7±7.9 50.6±10.4 0.026* 
Physical Functioning Scale 
 
53.6±8.2 49.6±10.0 0.019* 
Role-Physical Scale 
 
53.1±6.0 49.6±8.5 0.013* 
Bodily Pain Scale 
 
38.2±2.1 37.9±2.0 0.438 
General Health Scale 
 
53.4±10.1 49.7±10.5 0.052 
Vitality Scale 
 
58.4±9.1 54.8±8.6 0.024* 
Social Functioning Scale 
 
51.9±6.6 48.7±9.4 0.046* 
Role-Emotional Scale 
 
51.0±8.4 47.4±9.8 0.035* 
Mental Health Scale 
 
53.6±8.5 49.8±10.3 0.033* 
 





































* * * 































































































































Figure 7. Vitality in Comparison to the General U.S. Norms by Decades of Age.  
 
 































































































Figure 11. Comparison of SDA Hispanic Vegetarians and Omnivores in the Various 

































































CONCLUSIONS AND RECOMMENDATIONS 
 
Conclusions 
The majority of the Hispanics come from Mexico, Puerto Rico, and Dominican  
Republic.  Less than half of SDA Hispanic participants follow a vegetarian diet, mostly  
for health concerns.  More than half carry health insurance.  Most of the participants are  
in the normal and overweight category.  Males are more physically active than are 
females.  SDA Hispanic vegans have a significantly lower BMI than do omnivores.  SDA 
Hispanic vegetarians consume significantly more legumes, fresh fruits, dried fruits, raw 
vegetables, whole-wheat bread, seeds, nuts, tofu, and homemade soy milk than do the 
SDA Hispanic non-vegetarian group.  SDA Hispanics report significantly better vitality 
than the U.S. population in most age groups, and significantly better in the bodily pain 
scale in all age groups.  However, SDA Hispanics report worse in the PCS compared to 
national norms, though declines with age in both groups.  Males’ scores are  significantly 
better than females in the vitality and general health domains, though this was a self-
perception possibly due to cultural issues.  When compared to the SDA Hispanic 
omnivores/non-vegetarians, SDA Hispanic vegetarians reported significantly better in the 
mental component summary (MCS) and in the physical functioning, role-physical, 
vitality, social functioning, role-emotional, and mental health scales/domains.  Overall, 
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this study concludes that SDA Hispanic vegetarians consume more legumes, fruits, 
vegetables, nuts and seeds, follow a healthier lifestyle, and have a better QoL than do 
SDA Hispanic non-vegetarians.  The results presented in this study confirmed what other 




It is surprising that in some domains the QoL was lower or showed no significant 
difference for SDA Hispanics than in the national norms.  Adventists are known for their 
emphasis on diet and health, and its fundamental values and principles in promoting a 
healthy lifestyle.  Therefore, aggressive approaches for improving the health of SDA 
Hispanics need to be broad-based and consider the complexities of a variety of lifestyle 
and Hispanic culture diversity.  Nutrition and health education programs aimed at 
improving the quality of life and diet of the SDA Hispanics should involve a systematic, 
holistic, and multi-disciplinary method. 
 Over the years many health studies have been conducted among SDA Adventists.  
However, the survey population from the Adventist Health Study-1 was mostly among 
the SDA non-Hispanic White Americans, whereas the focus or emphasis from the present 
Adventist Health Study-2 is primarily among SDA non-Hispanic Black/African 
Americans, but few if any have been conducted among SDA Hispanic Americans.  

























Lake Union Conference 
Multicultural Ministries Department 
Pastor Carmelo Mercado, Director 
8903 US Highway 31   
Berrien Springs, MI 49103 
 
July 20, 2012 
 
Dear Pastor Mercado, 
 
Greetings.  The purpose of this letter is to follow up on a study that Professor 
Magaly Hernandez explained to you about.  I am a graduate student from the Nutrition 
and Wellness Department at Andrews University and we are working on a project 
entitled “The Lifestyle and the Prevalence of Vegetarianism in Seventh-day Adventist 
Hispanics.”  We would like to collect data through a survey from the following Hispanic 
churches:      
Indianapolis, IN- Wanda Rosario 
Chicago, IL- Pr. Enrique Campbell  
Grand Rapids, MI- Pr. Roberto Clouzet 
Berrien Springs, MI - Pr. Ronald Costa 
 
Prior to this we will provide information about the study and obtain written consent from 
the participants.  Therefore we are requesting the Lake Union Conference to support and 
endorse this project.  If you have any questions or comments regarding this study please 
contact me at (269) 262-8894 or Magaly Hernández at (269) 471-3372.  As we all wait 





























































July 25, 2012 
 
Dear Ms./Mr. ___________, 
 
Greetings.  The purpose of this letter is to follow up on a study that Professor 
Magaly Hernandez explained to you about.  I am a graduate student from the Nutrition 
and Wellness Department at Andrews University and we are working on a project 
entitled “The Lifestyle and Prevalence of Vegetarianism in Seventh-day Adventist 
Hispanics”  Pastor Carmelo Mercado from the Lake Union Conference supports and 
endorses this research project.  Thus we would like to collect data through a survey from 
the Indianapolis Hispanic SDA Church.   
Prior to this we will provide information about the study and obtain written 
consent from the participants.  Therefore we are requesting your assistance in providing 
us a date (preferably on Saturday) and a time in the month of September or October 2012 
at your convenience to distribute the survey questionnaires.  We also need to know 
approximately how many survey questionnaires you need for the congregation. 
If you have any questions or comments regarding this study please contact me at 
(269) 262-8894 or Magaly Hernández at (269) 471-3372.  As we all wait the second 


































































Indianapolis Hispanic SDA Church 
Ms. Wanda Rosario 
821 W. Denison St 
Indianapolis, IN 46241-2424 
 
 
Grand Rapids Maranatha Spanish SDA Church 
Pastor Roberto Clouzet 
68 Banner St SW 
Grand Rapids, MI 49507-2906 
 
 
Chicago Logan Square Hispanic SDA Church  
Pastor Enrique Campbell 
3449 W Altgeld St 
Chicago, IL 60647-1264 
 
 
Berrien Springs Spanish SDA Church 
Pr. Ronald Costa 
210 W Ferry St 














































INFORMED CONSENT FORM (ENGLISH)
99 
 
Hispanic SDA Lifestyle Survey 
INFORMED CONSENT FORM 
TITLE: Seventh-day Adventist Lifestyle among the Hispanic community. 
PURPOSE OF THE STUDY: To ascertain certain aspects of the lifestyle of the Hispanic 
Seventh-day Adventists from the Lake Union Conference. 
INCLUSION CRITERIA: In order to participate, I acknowledge that I am of Hispanic 
ethnicity and 18 years old or older.  
RISKS AND DISCOMFORTS: I have been informed that there are no physical or 
emotional risks to my involvement in this study. 
BENEFITS/RESULTS: I accept that I will receive no remuneration for my participation; 
however, by participating in this study I will help the researcher understand the 
lifestyle of the Hispanic Seventh-day Adventists in Lake Union.  
VOLUNTARY PARTICIPATION: I understand that my involvement in this survey is 
voluntary and that I may withdraw my participation at any time without any pressure, 
embarrassment, or negative impact on me.  I also recognize that my participation is 
strictly confidential and will never be disclosed.  
CONTACT INFORMATION: In the event that I have any questions or concerns with 
regard to my participation in this research project, I understand that I may contact the 
researcher, Maribel Hidalgo at maribel@andrews.edu or 269-262-8894, or Professor 
Magaly Hernández at magaly@andrews.edu or 269-471-3372. 
 
 I agree with the Informed Consent Form. 





































Estilo de Vida Hispano-Adventista 
  
FORMULARIO DE CONSENTIMIENTO INFORMADO 
Título: El estilo de vida de los Adventistas del Séptimo día entre la comunidad hispana. 
Propósito del estudio: Para determinar algunos aspectos del estilo de vida de los 
Hispano-Adventistas del Séptimo día de la Lake Union Conference.  
Criterios de inclusión: Para participar en este estudio reconozco que tengo 18 años o 
más de edad y soy de procedencia hispana. 
Riesgos e inconveniencias: He sido informado que no existen riesgos físicos o 
emocionales en cuanto a mi participación en este estudio. 
Beneficios/resultados: Acepto que no recibiré ninguna remuneración por mi 
participación; sin embargo, el participar en este estudio ayudará al investigador a 
comprender el estilo de vida de los Hispano-Adventistas del Séptimo día.  
Participación voluntaria: Entiendo que mi participación en esta encuesta es voluntaria 
y que puedo retirar mi participación en cualquier momento sin ninguna presión, 
incomodidad o impacto negativo sobre mi persona. También reconozco que mi 
participación es estrictamente confidencial y no será divulgada.  
Información de contacto: En caso de tener alguna pregunta o comentario con 
respecto a mi participación en este proyecto de investigación, entiendo que puedo 
contactar a la investigadora, Maribel Hidalgo en maribel@andrews.edu o 269-262-
8894, o a la Profesora Magaly Hernández en magaly@andrews.edu o 269-471-3372.  
 
Estoy de acuerdo con el formulario de consentimiento informado. 


































For each of the following questions, please mark an   in the box or fill 
in the blank which best describes your answer. 
 
I. DEMOGRAPHIC QUESTIONS: 
1. What is your gender?    Male       Female 
2. Age  _______ (years)     3. Height  _______ (ft, in)       4. Weight _______ (lb) 
5. What country do you most identify your background with?  If both parents are from different 
countries please check them: 
             ____Argentina                            ____Ecuador                            ____Paraguay 
             ____Bolivia                                  ____El Salvador                       ____Peru 
             ____Chile                                     ____Guatemala                        ____Puerto Rico 
             ____Colombia                             ____Honduras                         ____Spain 
             ____Costa Rica               ____Mexico                              ____Uruguay 
             ____Cuba                                     ____Nicaragua                         ____Venezuela 
             ____Dominican Republic        ____Panama                            ____Other: ______________  
6. What is your marital status?       Never married  Married  Separated 
                                                                                    Divorced     Widowed 
7. Are you a Seventh-day Adventist?   Yes      No 
8. Do you have the following medical conditions? 
              Diabetes        Yes        No;   Meds?    Yes     No 
              High Blood Pressure                Yes       No;   Meds?    Yes     No 
              High Blood Cholesterol      Yes       No;   Meds?    Yes     No 
              Cardiovascular Disease      Yes       No;   Meds?    Yes     No 
9. Do you have health insurance?    Yes     No 
10. What is your highest level of education?    
             Never attended school                Elementary                    High School 
             Associate                                         Bachelor                         Master             
             Doctorate                                        Post-Doctorate             Other: ____________ 
II. FOOD EATING HABITS: 
1. How many meals do you eat daily?     One  Two         Three 
                      Four  Five         More than five 
2. What is your eating pattern?  
 Non-vegetarian             (eat meat, poultry, fish, eggs, dairy products, fruits, vegetables, legumes,                                   
                                                       grains, nuts and seeds) 
 Lacto-ovo-vegetarian  (eat dairy products, eggs, fruits, vegetables, legumes, grains, nuts, and seeds) 
 Lacto-vegetarian           (eat dairy products, fruits, vegetables, legumes, grains, nuts and seeds) 
 Ovo-vegetarian              (eat eggs, fruits, vegetables, legumes, grains, nuts and seeds) 
 Pesco-vegetarian          (eat fish, eggs, dairy products, fruits, vegetables, legumes, grains, nut, seeds) 
 Vegan                                (eat fruits, vegetables, legumes, grains, nuts and seeds) 
 Raw food diet                (eat raw fruits, raw vegetables, sprouted legumes, uncooked grains, nuts and seeds) 
3. How long have you followed this eating pattern?  ________ (years) 
4. If vegetarian, for what reasons did you become vegetarian?  Mark all that apply: 
____Animal welfare                                     ____Natural approaches to wellness 
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____Environmental concerns                   ____Religion  
____Food-safety concerns                         ____Weight loss or maintenance 
____Health concerns                                    ____Other: ___________________ 
III. PHYSICAL ACTIVITY QUESTIONS: 
1. How many days per week do you engage in aerobic exercise 20-30 minutes or more? (walking, 
running, swimming, etc.)  ________ (number of days) 
2. How many days per week do you engage in body building? ________ (number of days) 
3. How many days per week do you engage in stretching? ________ (number of days) 
IV. QUALITY OF LIFE QUESTIONS: 












2. Compared to one year ago, how 
would you rate your health in 


























3. The following questions are about activities you might do during a typical day.  Does your health 
now limit you in these activities?  If so, how much?  
                                                                                                                         Yes, limited       Yes, limited         No, not                                                     
                                                                                                                                a lot                 a little            limited at all 
a. Vigorous activities, such as running, lifting heavy 




b. Moderate activities, such as moving a table, pushing 




c. Lifting or carrying groceries   
 
 
d. Climbing several flights of stairs   
 
 
e. Climbing one flight of stairs   
 
 
f. Bending, kneeling or stooping   
 
 
g. Walking more than a mile   
 
 
h. Walking several hundred yards   
 
 
i. Walking one hundred yards   
 
 
j. Bathing or dressing yourself   
 
 
4. During the past 4 weeks, how much of the time have you had any of the following problems with 
your work or other regular daily activities as a result of your physical health? 
 
                                                                               All of           Most of       Some of      A little of       None of 
                                                                        the time       the time       the time      the time        the time 
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a. Cut down on the amount of time 
you spent on work or other 
activities 
     
b. Accomplished less than you would 
like 
     
c. Were limited in the kind of work or 
other activities 
     
d. Had difficulty performing the work 
or other activities (for example, it 
took extra effort)  
     
5. During the past 4 weeks, how much of the time have you had any of the following problems with 
your work or other regular daily activities as a result of any emotional problems (such as feeling 
depressed or anxious)? 
                                                                                   All of            Most of        Some of      A little of       None of 
                                                                          the time        the time       the time      the time        the time 
a. Cut down on the amount of time 
you spent on work or other 
activities 
     
b. Accomplished less than you would 
like 
     
c. Did work or other activities less 
carefully than usual 
     
6. During the past 4 weeks, to what 
extent has your physical health or 
emotional problems interfered with 
your normal social activities with 
family, friends, neighbors, or 
groups? 
 






Quite a bit 
 
Extremely 
7. How much bodily pain have you had 












8. During the past 4 weeks, how much 
did pain interfere with your normal 
work (including both work outside 
the home and housework)? 
 
Not at all 
  




Quite a bit 
 
Extremely 
9. The following questions are about how you feel and how things have been with you during the 
past 4 weeks.  For each question, please give the one answer that comes closest to the way you 
have been feeling.  How much of the time during the past 4 weeks… 






A little of 
the time 
None of the 
time 
a. Did you feel full of life?      
b. Have you been very nervous?      
c. Have you felt so down in the      
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dumps that nothing could cheer 
you up? 
d. Have you felt calm and 
peaceful? 
     
e. Did you have a lot of energy?      
f. Have you felt downhearted and 
depressed? 
     
g. Did you feel worn out?      
h. Have you been happy?      
i. Did you feel tired?      
10. During the past 4 weeks, how much 
of the time has your physical health 
or emotional problems interfered 
with your social activities (like 
visiting friends, relatives, etc.)?  









A little of 
the time 
 
None of the 
time 
 
11. How TRUE or FALSE is each of the following statements for you? 
                                                                            Definitely     Mostly           Don’t            Mostly      Definitely 
                                                                               true            true               know              false            false  
a. I seem to get sick a little easier than 
other people 
     
b. I am as healthy as anybody I know      
c. I expect my health to get worse       
d. My health is excellent      
12. Do you take a break of 5 - 10 minutes after every 2 hours of work?    Yes     No 
13. How many hours on average do you sleep every night?  ________ (hours) 
14. Do you smoke cigarettes or tobacco?    Yes     No 
15. Does anyone in your household smoke cigarettes or tobacco?     Yes     No 






















Beef (hamburger, ground beef, meatballs, sausage, 
salami, etc.) 
       
Chicken or turkey (roasted, stewed, broiled, fried, 
etc.)  
       
Lamb (steak, roast, stew, etc.)        
Fish (tuna, salmon, herring, trout, mackerel, etc.)        
Milk (whole, 2%, skim)        
Cheese (American, cheddar, mozzarella, etc.)        
Yogurt (regular, low-fat)        
Sour cream (whole or low-fat)        
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Egg (fried, boiled, scrambled, egg salad, etc.)        
Pizza (Pizza Hut, Dominos, etc.)        
French fries        
Fast food (hamburgers, fried chicken, etc.)        
Fresh fruit (apples, bananas, grapes, oranges, etc.)         
Canned fruits (peaches, pineapple, pears, etc.)         
Dried fruits (dates, figs, prunes, raisins, etc.)        
Green leafy vegetables (iceberg, romaine, spinach, 
etc.) 
       
Raw vegetables (tomatoes, carrots, onions, etc.)        
Cooked vegetables (broccoli, cauliflower, yams, 
etc.) 
       
Legumes (lentils, beans, soybeans, peanuts, peanut 
butter, etc.) 
       
Regular bread or pasta (made from white flour)        
Whole grain bread or pasta        
Whole grain cereals (granola, shredded wheat, etc.)        
Seeds (flax seeds, sesame seeds, sunflower seeds, 
etc.) 
       
Nuts (walnuts, almonds, cashews, etc.)         
Drinking water (tap, bottle, sparkling, etc.)        
Caffeinated soft drinks and regular coffee (Coke, 
Pepsi, Mountain Dew, etc.) 
       
Caffeine free beverages (decaf soft drinks, decaf 
coffee, etc.) 
       
Sweetened fruit juices (orange, grape, cranberry, 
etc.) 
       
Fruit juices with no added sugar (orange, grape, 
apple, etc.) 
       
Tofu (scrambled, silken, etc.)        
Meat substitutes (Vegi-Franks, Fri-Chick, Veja Links, 
etc.)   
       
Fortified soy, almond or rice milk (Silk, Breeze 
Almond, Rice Dream, etc.) 
       
Homemade soy, almond or rice milk        








































Para cada una de las siguientes preguntas, favor marcar una  en el 
cuadro o llenar el espacio en blanco que mejor describa su respuesta. 
  I. PREGUNTAS DEMOGRÁFICAS: 
  1.       ¿Cuál es su género?     Masculino     Femenino 
  2.      Edad _______ (años)  3.      Estatura _______ (ft, in)  4.      Peso _______ (lb)  
  
5.      ¿Cuál es su país de procedencia u origen?  Si sus padres son de diferentes países favor marcar 
ambos: 
               ____Argentina                                           ____Ecuador                                    ____Paraguay 
               ____Bolivia                                                 ____El Salvador                               ____Perú  
               ____Chile                                                    ____Guatemala                                ____Puerto Rico 
               ____Colombia                                           ____Honduras                                  ____España                            
               ____Costa Rica                                          ____México                                      ____Uruguay 
               ____Cuba                                                    ____Nicaragua                                 ____Venezuela 
               ____República Dominicana                   ____Panamá                                    ____Otro: ______________  
        6.   ¿Cuál es su estado civil?                        Soltero (a)           Casado (a)      Separado (a) 
                                                                                  Divorciado (a)    Viudo (a) 
  7.     ¿Es usted Adventista del Séptimo día?     Sí      No  
  
8.      ¿Tiene usted las siguientes condiciones médicas? 
               Diabetes                                               Sí      No;     ¿Medicamentos?   Sí       No  
               Presión arterial alta                           Sí       No;    ¿Medicamentos?   Sí       No  
               Colesterol alto                                    Sí       No;    ¿Medicamentos?   Sí       No  
               Enfermedades del corazón              Sí       No;    ¿Medicamentos?   Sí       No  
  9.     ¿ Posee usted un plan médico de salud?     Sí       No  
  
10.   ¿Cuál es su nivel de educación más alto alcanzado?  
             Nunca asistí a la escuela       Escuela Elemental             Escuela Superior 
             Asociado                                  Bachillerato                         Maestría 
             Doctorado                               Pos-doctorado                    Otro: ____________  
  II. HÁBITOS ALIMENTARIOS: 
  1.        ¿Cuántas comidas consume diariamente?     Uno          Dos          Tres  
                                                                                                   Cuatro     Cinco       Más de cinco  
  
2.       ¿Cuál es su patrón de alimentación?  
 No vegetariana                    (come carne, aves, pescado, huevos, productos lácteos, frutas, verduras,                    
                                                               legumbres, granos, nueces y semillas) 
 Lacto-ovo-vegetariana       (come productos lácteos, huevos, frutas, verduras, legumbres, granos, nueces y  
                                                               semillas) 
 Lacto-vegetariana               (come productos lácteos, frutas, verduras, legumbres, granos, nueces y semillas) 
 Ovo-vegetariana                   (come huevos, frutas, verduras, legumbres, granos, nueces y semillas) 
 Pesco-vegetariana                (come pescado, huevos, productos lácteos, frutas, verduras, legumbres, granos,             
                                                                nueces y semillas) 
 Vegana                                     (come frutas, verduras, legumbres, granos, nueces y semillas) 
 Dieta de alimentos crudos  (come frutas frescas, verduras crudas, germinados de legumbres, granos sin      
                                                                 cocinar, nueces y semillas) 




4.    Si usted es vegetariano, ¿por qué razón (es) decidió ser vegetariano?   
____ Éticas (bienestar de los animales)               ____ Métodos naturales 
____ Asuntos ambientales                                       ____ Religión 
____ Inocuidad y seguridad de los alimentos     ____ Control de Peso 
____ Motivos de Salud                                               ____ Otro______________________ 
  III. PREGUNTAS SOBRE ACTIVIDAD FÍSICA: 
  1.       ¿Cuántas veces por semana participa en ejercicios aeróbicos 20-30 minutos o más? (caminar, correr, 
nadar, etc.) ________ (días)  
  2.      ¿Cuántas veces por semana participa en fisicoculturismo (body building)? ________ (días)  
  3.      ¿Cuántas veces por semana participa en ejercicios de estiramiento? ________ (días)  
  IV. PREGUNTAS SOBRE LA CALIDAD DE VIDA: 










2.     En comparación con un año atrás, ¿cómo 































      3.    Las siguientes preguntas se refieren a actividades que usted podría realizar durante un día típico.    
             ¿Su estado de salud actual lo limita para realizar estas actividades?  Si es así, ¿cuánto? 
 
                                                                                                                                         Muy                  Un poco               No  
                                                                                                                                      limitado            Limitado         limitado 
 a. Las actividades vigorosas, como el correr, levantar 
objetos pesados, y participar en deportes extenuantes 
   
 b. Las actividades moderadas, tales como mover una 
mesa, empujar una aspiradora, jugar boliche o golf 
   
 c. Levantar o cargar las compras    
 d. Subir varios pisos de escaleras    
 e. Subir un solo piso de las escaleras    
 f. Doblarse, ponerse de rodillas o agacharse    
 g. Caminar más de una milla    
 h. Caminar varios cientos de metros    
 i. Caminar cien metros    
 j. Bañarse o vestirse por sí mismo    
     4. Durante las últimas 4 semanas, ¿por cuánto tiempo ha tenido usted algunos de los siguientes  
        problemas con su trabajo u otras actividades diarias regulares a causa de su estado de salud física? 
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                                                                                                 Todo el       La mayoría       Algunas         Pocas       Nunca  
                                                                                                 tiempo       de las veces        veces            veces 
 a. Ha reducido la cantidad de tiempo 
dedicado al trabajo u otras actividades 
     
 b. Ha logrado menos de lo que quería 
hacer  
     
 c. Ha tenido limitaciones en el tipo de 
trabajo u otras actividades 
     
 
d. Ha tenido dificultad para realizer su 
trabajo u otras actividades (por 
ejemplo, tomó más esfuerzo) 
     
 
    5. Durante las últimas 4 semanas, ¿por cuánto tiempo ha tenido usted algunos de los siguientes  
        problemas con su trabajo u otras actividades diarias regulares como resultado de algún problema     
        emocional (como sentirse deprimido o ansioso)? 
                                                                                                 Todo el       La mayoría       Algunas         Pocas       Nunca  
                                                                                                 tiempo       de las veces        veces            veces 
 a. Ha reducido la cantidad de tiempo 
dedicado al trabajo u otras actividades 
     
 b. Ha logrado menos de lo que quería 
hacer 
     
 
c. Ha realizado el trabajo u otras 
actividades con menos cuidado que de 
costumbre 
     
  
     6. Durante las últimas 4 semanas, ¿hasta qué    
         punto su salud física o problemas    
         emocionales han interferido con sus  
        actividades sociales con la familia, amigos,  















     7.  ¿Cuánto dolor corporal ha sentido durante    















     8.  Durante las últimas 4 semanas, ¿cuánto ha  
          interferido el dolor con su trabajo normal  
          (incluyendo el trabajo fuera y dentro del   















     9.  Las siguientes preguntas son acerca de cómo usted se ha sentido durante las últimas 4 semanas. Para    
          cada pregunta, favor marcar la respuesta que mejor se aproxime a la forma cómo se ha estado   
          sintiendo.  Durante las últimas 4 semanas cuánto tiempo... 
                                                                                                   Todo el       La mayoría       Algunas         Pocas       Nunca  
                                                                                                   tiempo       de las veces        veces            veces 
  a. ¿Se ha sentido lleno de vida?      
  b. ¿Ha estado muy nervioso?      
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  c. ¿Se ha sentido tan decaído que nada ha 
podido animarle? 
     
  d. ¿Se ha sentido tranquilo?      
  e. ¿Tiene usted mucha energía?      
  f. ¿Se ha sentido desanimado y deprimido?      
  g. ¿Se ha sentido desgastado?      
  h. ¿Ha estado feliz?      
  i. ¿Se ha sentido cansado?      
 
  10. Durante las últimas 4 semanas, ¿por cuánto   
        tiempo su estado de salud física o sus  
        problemas emocionales han interferido con  
        sus actividades sociales (como visitar  

















11. ¿Cuán VERDADERO o FALSO es cada una de las siguientes afirmaciones para usted? 
                                                                                                   Cierto          Bastante           No se        Bastante      Falso  
                                                                                                                         probable                           improbable 
 a. Me enfermo con más facilidad que 
otras personas 
     
 b. Estoy tan saludable como cualquier 
otra persona que conozca 
     
 c. Creo que mi salud va a empeorar      
 d. Mi salud es excelente      
  12.   ¿Toma usted un descanso de 5-10 minutos cada 2 horas de trabajo?   Sí         No  
  13.   ¿Cuántas horas en promedio duerme usted cada noche? ________ (horas)  
  14.   ¿Fuma usted cigarrillos o tabaco?        Sí       No  
  15.  ¿Hay alguien en su hogar que fume cigarrillos o tabaco?       Sí      No  
 
V. CUESTIONARIO DE FRECUENCIA ALIMENTARIA   






















Carne (hamburguesas, carne molida, 
albóndigas, salchichas, salami, etc.) 
                
Pollo o pavo (asado, guisado, asado, frito, etc.)                 
Cordero (bistec, asado, guisado, etc.)                 
Pescado (atún, salmón, arenque, etc.)                 
Leche (entera, 2%, baja en grasa)                 
Queso (americano, cheddar, mozzarella, etc.)                 
Yogur (regular, bajo en grasa)                 
Crema agria (entera o baja en grasa)                 
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Huevo (frito, cocido, revuelto, ensalada, etc.)                 
Pizza (Pizza Hut, Dominos, etc.)                 
Papas fritas                 
Comida rápida (hamburguesas, pollo frito, etc.)                 
Frutas frescas (manzanas, uvas, etc.).                 
Frutas enlatadas (melocotón, piña, peras, coctél 
de frutas, etc.) 
                
Frutas secas (higos, dátiles, ciruelas, pasas, etc.)                 
Vegetales de hojas verdes (americana, romana, 
espinaca, etc.) 
                
Verduras crudas (tomates, zanahorias, etc.)                 
Verduras cocidas (brócoli, coliflor, ñame, etc.)                 
Legumbres (habichuelas, lentejas, frijoles, soya, 
maní, mantequilla de maní, etc.) 
                
Pan o pasta regular (hecha con harina blanca)                 
Pan o pasta de grano entero                  
Cereales de grano entero (avena, granola, arroz 
integral, etc.) 
                
Semillas (semillas de lino, semillas de ajonjolí, 
semillas de girasol, etc.) 
                
Nueces, almendras, cajuil, etc.                 
Agua (botella, filtrada, etc.)                 
Refrescos con cafeína y café regular (Coca-Cola, 
Pepsi, Mountain Dew, etc.) 
                
Bebidas sin cafeína (refrescos descafeinados, 
café descafeinado, etc.) 
                
Jugos de frutas azucaradas (uva, piña, etc.)                 
Jugos de fruta sin azúcar añadida (uva, 
manzana, etc.) 
                
Tofú (revuelto, guisado, frito, etc.)                 
Sustitutos de la carne (Vegi-Franks, Fri-Chick, 
Veja Links, etc.)  
              
  
Leche de soya, de almendras o de arroz 
fortificado (eg Silk, Breeze Almond, Rice Dream) 
                
Leche de soya, de almendras o de arroz casero                 



































POSTER PRESENTED (PRELIMINARY RESULTS) AT THE 6TH  
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